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A Post-Graduate Course in Surgery (oe ONLY 


Dr. Horsley, assisted by Drs. Shepherd, Terrell and C. C. Coleman, offers a post-graduate course in Surgery, which 
embraces (1) Clinical Surgery, (2) ental Surgery 

In Clinical Surgery examinations will be made of ents before operation, and the technic at the operation, ay ye 
the pathological lesions present, will be demonstrated whenever possible during the operation. Particular care id te 

| details of after-treatment. This course will be given at the Memorial Hcspital. 

The co in Surgical Pathology will consist of demonstrations in Dr. Horsley’s laboratory of gross specim and micro- 
ical sections, together with histories of the cases from which the specimens were obtained and a Gesettgtion of the operation 
the results. 

In Experimental Surgery hee a yg — be performed upon dogs. For this course the class will meet twice a week and each 
student will have frequent opportunity to rate. The operations will be performed under Po onage anesthesia and will embrace the 
ligation of henge the making of abdominal incisions, suturing tatertional wounds, trephining, resection of ribs, amputations, etc. 

The classes will be limited to four students, and will be made up in the order of application. The course will last four 
>. and sso will be given each day, except Sunday, in either clinical or laboratory work. The fee for the entire course 

jurgery is 
W. A. Director of the Microscopical Laboratories at: the College of Virginia and Clinical Pathologist to 
Memorial Hospital, will give*a course in Clinical Diagnosis to be conducted in the laboratory of the Memorial Hospital. Instruction 
will include a= Me of blood, feces, — gastric contents, etc., and will cover a period of four weeks. The hours will be 
$0 arranged as not to conflict with the course on Surgery. Fee $25.00. 


For further information apply to : 
J. SHELTON HORSLEY, M.D., 303 W. Grace Street, Richmond, Va. 


THE POTTENGER SANAT ARIUM “roar. 


MONROVIA, CALIFORNIA A well-equipped institution for 
the scientific treatment of Tuber- 
culosis, situated in the foothills 
bee of the Sierra Madre Mountains, 
sixteen miles. east of Los Angeles. 
Twenty-four rooms and eighty 
bungalows. One-fourth of our 
accommodations with private 
bath. All modern conveniences. 


POTTENGER, M.D., 
CHAS. Cc. BROWNING, 
Medical Directors. 
J. E. POTTENGER, A.B., M.D., 
Chief of Laboratory. 


Los Angeles Office: 1202-3 Union 
Trust Bldg, Corner Fourth and 
Spring Streets. 
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BEECHHURST SANITARIUM 


LOUISVILLE, KENTUCKY 


and well equipped 
psychopathic hospital 


nervous and mental 
diseases, drug addic- 
‘tions and alcoholism. 
Ample buildings. De- 
tached apartments for 
special cases. 
Twenty-five acres of 
wooded lawn. High 
and retired. 


H. H. YEAMAN, M.D., 


Superintendent. 
(Late Supt. Central Ky.Asylum) 


H. B. SCOTT, A.M.M.D., 


Asst. Physician. 


Long Distance Phones: 


Cumberland, E, 257a 
Home, 3555 


Luke’s Hospital 


Dr. Stuart McGuire’s Private Sanatorium 
RICHMOND, VA. 


Owned and personally conducted by 
Dr. Stuart McGuire for the exclusive 
use of his private patients. 


Building erected for the purpose to 
which it is devoted, and combines the 
comforts of a home with the conven- 
iences of a modern hospital. 


Lotated in residential section, con- 
venient to all part of the city by mean. 
of the street car service. 


Capacity for sixty patients. Single 
and double bedrooms, with or without 
bath. No wards. 


Designed for surgical and gynecolog- 
ical cases. No contagious diseases, In- 
sane or colored patients received. 


Cost of board and nursing and other 
information May be obtained by ad- 
dressing the Secretary. : 
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What Do You Think ? 


We believe this is the best number ever gotten 
out by any medical journal in the Southern States. 
_ Few better ones have been printed anywhere. 

Read the table of contents below. We would like 
to know what you think of it. 

Don’t you think a journal capable of presenting 
that much of that kind of material in a single issue 
is worthy of your support—worth two dollars, YOUR 
two dollars? 

We send the journal a whole year for two dollars. 


SOUTHERN MEDICAL JOURNAL 


7 NASHVILLE # TENNESSEE 


TABLE OF CONTENTS -— Continued 
BOOKS i 
ha ABSTRACTS FROM CURRENT LITERATURE 
DERMATOLOGY. 
Treatment of Naevi and Other Cutaneous Lesions by Electrolysis, Cautery and iatidaumealiis sds. al 
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} 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. 


The Most Practical 
Desk for Your 
Office 


This handsome Flat Top 
Desk is supplied with any 
combination of nine kinds 
of filing drawers. These 
are made for filing Letters, 
Index Cards, Folded Doc- 
uments, Catalogs and shal- 
low drawers suitable for 
samples, instruments, etc. 

Physicians usually re- 
quire a file for a card in- 
dex, patients’ record, card 
ledger or other data. 
Their correspondence also 
should be kept at their 
fingers’ ends. This and 
many other practica' 


handsome desk, 


The pattern shown above is equipped with a drawer for 4,500 3x4 index cards, a vertical file for 
5,000 letters, two small and large storage drawers with plain solid bottoms. Also two extension 


slide shelves. 


Made in Solid Oak, finished either golden or weathered and equipped with any combination of 
the nine kinds of drawers at price quoted above. Birch Mahogany, $24.50, deliv 
paid east of Mont., Wyo., Colo., Okla. and Texas. 
In and West of these States add 15 per cent. 
Write for catalog “C,” our compendium of infor- 


e 
mation on “Space Economizers’—filing cabinets, The y Mf 
1 “B” shows sectional g. O. 


card indexes, etc. Catalo 


book ul lar fini d designs. th 
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T_fea- 
tures are embodied in this SOLID OAK—SANITARY— HANDSOME 


THE FILES YOU NEED AT YOUR FINGERS’ ENDS 


Pat. App. 


Delivered 


ered. Freight 


DR. WILLIAM KRAUSS’ 
Medical Laboratory 


ar 


‘MEMPHIS, TENN. 
—AND— 
WICKSBURG, MISS. 


Write for fee bill and information 
SKIAGRAPHS 


Louisville Research Laboratory 
Of Chemistry, Bacteriology, Pathology, Etc. 


(INCORPORATED) 


ELLIS S. ALLEN, A.B., M.D., Pathologist. 

JNO. L. KENDALL, B.S., Ph.G., M.D., Chemist. 
BENRARD J. O’CONNOR, A.M., M.D., Pathologist. 
EDWIN T. BRUCE, B.S., M.D., Radiographer. 


Clinical Examination of all Kinds for Physicians. 

Commercial Chemical Analyses for Manufacturers, Etc. 

Photographic, Microphotographic, Lantern Slide and X-Ray Work for 
Physicians. 


Post-Graduate and Preliminary Courses in Above. 7 
For Mailing Cases, Instructions, Report Blanks, Fee Tables, Etc., write 


B. J. O’Connor, Secreetary, 701-703 Atherton Building, Louisville, Ky. 


STATIONERY 


ENLEW BUILDING 


Harkson, 


E. C. FELLOWS 


msc" Brandon Printing Co. 


BATON ROUGE, LA. 


Is never dignified and attractive unless he has the right kind of 
printer do the work, Printed work, as we design and execute 
it, is neat and handsome, while our genuine steel die embossing, 
at a little higher price, simply cannot be surpassed. We will be 
glad to send you samples and quote prices. Write us. 


NASHVILLE, TENN. 
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Four Good Books 


DaCosta’s Physical Diagnosis With 212 Illustrations 


“IT have reviewed this book and am thoroughly convinced that it is one of the best ever 
written on this subject. In every way I find it a superior production.”—Dr. Henry L. 
Elsner, Syracuse University. 


“It is an unusually satisfactory book for students, and an equally satisfactory book for 
the man who has graduated—the general practitioner.”—Dr. Bertram Stone, College of 
Physicians and Surgeons, San Francisco. 


Octavo of 577 pages, with 212 original illustrations. By sae. C, DACosTA, JR.. M.D. Associate in 
* Clinical Medicine, Jefferson Medical Uvllege. Cloth, $3.50 net; Haif Morocco, $5.00 net. 


Kerley’s Treatment of Children’s Diseases 
Recently Issued-:New (2d) Edition 


“Dr. Kerley expresses himself concisely, and what is more to the point, definitely on 
the therapeutics and management of the various diseases. It is impossible to select 
any one subject that deserves special commendation, for all topics have been treated 
with the consideration they deserve.”—Pediatrics. 


Ovtavo of 629 pages, illustrate]. By CHARLES GILMORE KERLEY, M. D., Professor of Diseases of 
Child — new York Polyclinic Medical &chooland Hospital. Cloth, $5. 00 net; Half Morocco, $6.50 net. 


° 9 ° Including Related Just Ready 

Hirst’s Obstetrics ( Operations New (6th) Edition 
“Such a book as this one makes the literature of medicine better and is a credit to 
American letters. It is a safe guide for the practitioner and contains the essentials of 


the art of obstetrics up to the moment of its issue from the press. Its illustrations are 
far above the common, most of them being original.”—Buffalo Medical Journal. 


Octavo of 992 pages, 847 cuts, 43 in colors. By BARTON Cm, Hirst M. D., Professor of Obstetrics, 
University o Pennsylvania. Cloth, $5.00 net; Half Morocco, $6.50 net. 


Bickham’s Operative Surgery New (3d) Edition 


“As a result of a careful examination I have ‘no hesitation in pronouncing it the most 
thorough, systematic, and best illustrated single-volume work of its class that has been 
written.”—Rudolph Matas, M.D., Tulane University of Louisiana. 


WARREN STONE BICKMAN, M. D., 


Octavo of 1205 pages, with 854 illustrations, mostly original. 
Cloth, $6.50 net; Haif Morocco, $8.00 net. 


New York City. 


Send for a Copy of Our Fall Catalogue 


W. B. SAUNDERS COMPANY 925 Walnut Street, Philadelphia 
London: 9, Henrietta Street, Covent Garden Australian Agency: 430 Bourke Street, Melbourne 
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Dr. Moody’s Sanitarium, San Antonio, Texas, For Nervous and Mental ‘Diseases, 


modern building and two detached cottages, with ample provision for proper classification, and 
with equipments and conveniences for genial home environments, comforts, and for rational 
scientific treatment, which is strictly along ethical lines. Location and locality ideal for health, 
rest and recuperation. Rooms may be had in suite, or with private bath. Seven acres of beauti- 
ful lawn and shade. Surrounded by several hundred acres of City Parks and by New Government 
Post Grounds. Address, G. H. MOODY, M.D., 315 Brackenridge Avenue. (Formerly Assistant 
Physician to State Asylums at Austin and San Antonio, Texas.) 


THE DOUGLAS INFIRMARY 


A Private Institution for the 
Treatment of Surgical Diseases 


Richard A. Barr, M.D., Second Ave. S., and Peabody St., Nashville, Tenn. 
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| 
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You may enter my subscription for the Southern Medical Journal, to begin 


number, at $2.00 per year. I will send you 


$2.00 within 60 days from date. 


4 
; 
5 . 


D AVIS INFIRM ARY. For Diseases of Women and Surgical Cases qj The building is well 
’ and Hospital Training School for Nurses constructed for surgical 
work, and especially for abdominal cases. The annex and other improvements recently made, to- 
= og the well known facilities previously in use, provide increased facilities and complete 
equipmen 
Competent Staff of Consultants and Assi: logist, Internist, Opthalmologist, Cystescopist, Radiologist, Pathologist 
Free Ambulance Service. J. D. S. DAVIS, M.D., Birmingham, Alabama. 


The Globe Spells Practice 


GLOBE NEBULIZERS represent a complete 
system of rational treatment for Ear, Nose, 
Throat and Lungs. 
GLOBE COMPREST AIR VIBRATORS are 
a part of this system, and ae tect 
make Vapor Vibration pos- 
sible. 
GLOBE ELECTRIC AIR 
PUMPS are very 
acme of apparatus for sat- 
isfactory air supply—for 
Globe Electric Air Pump No. 19 any therapeutic purpose— 
also, by the way, for your automobile. 


- We make the prices right. Illustrated Catalog free. 
Equip now, for the season is here. 


GLOBE MANUFACTURING CO 


DEPT. S. BATTLE CREEK, MICH. No. 55189 
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GET A COZY CAB NOW FOR 
YOUR WORK THIS WINTER 


Don’t expose yourself to snow and rain storms, and bitter, cold winds—it isn’t necessary. 
Thousands of physicians travel in perfect comfort in any kind of weather, day or night, all 
the year round, in the COZY CAB, the only real light-weight, closed-or-open, blizzard-prooft 
physicians’ cab on the market, This cab is used in the Dakotas, in Louisiana, in Chicago, Phil- 
adelphia, New York, Portland, and in fact every part of the United States. 


READ THESE CONVINCING LETTERS 


“T cannot say enough for my Cozy 
Cab. I would not sel} mine for $500 
if I could not get another one. Why, 
I drive in all kinds of storms, wind, 
rain, snow and even mud, in perfect 
comfort. I don’t’see why every physi- 
cian who has to drive does not have 
one of your cabs. Its construction is 
light—as well as the draft. I could 
not be without it.” 

J. F. M’GARVEY, M.D. 
Lorain, Ohio. 


“We had a stormy period lasting two 
days, and so I tried my buggy to my 
heart’s content, and can truly say that 
it is even better than I expected. The 
curtains evidently solve the question 
as_to comfort on a rainy or dusty, 
windy day. I am pleased with the buggy, and you may draw on me at any time.” 

W. B. M’KNIGHT, M.D., Mansfield, Texas, 


“The Medic Cab arrived in good shape. I have ridden in it for ten days and am pleased with 
it. I shall instruct my banker to send you draft for the amount of the buggy. The buggy 
is creating a good deal of interest on the part of observers and it will doubtless sell others 
in this vicinity.” J. L. HEFFRON, M.D., Syracuse, N. Y. 


“My Cozy Cab has been set up and 
now stands in front of my door in 
all its grandeur, receiving favorable 
comments from every one who is for- 
tunate enough to see it. We have been 
having quite a little rain here this 
morning and I have been jogging about 
under the protection of your cab, keep- 
ing perfectly dry and enjoying myself 
immensely. ‘ It certainly is a daisy.” 

B. B. FOSTER, M.D., : : 
Portland, Me. 


Get our catalog and 30-day free 
trial plan 


The catalog contains 48 pages, nearly 


100 illustrations, and answers all ques- 
tions about the Cozy Cab. FOUTS & HUNTER COMPANY 
79 S. Third St., Terre Haute, Ind. 


THE CATALOG IS FREE Without placing me under any obligation to buy, 
PLEASE USE THE COUPON — gd —. Cozy Cab Catalog. I may buy a new 


Fouts & Hunter (0, | 


79 South Third Street 
TERRE HAUTE INDIANA 
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AN OPEN LETTER. 


TO THE MEDICAL PROFESSION: 


It is the one great desire and object of this Journal 
to render to the profession of the South as much valuable 
service as it possibly can. The way to accomplish this is 
through original articles, reports of cases and abstracts. 


The Journal wishes to emphasize the fact with reference 
to original articles that it will spare no means on its part 
to present in the very best form any article it may publish. 
It will cheerfully prepare plates of illustrations, and 
really, it urges writers to illustrate articles by photo- 
graphs or drawings. Illustration clears up the subject 
matter and renders it of greater value. Southern writers 
are urged to send their work to this Journal. Much valuable 
and useful information would be given if unusual and in- 
teresting cases were reported. 


It, therefore, requests the profession, especially 
those interested in improving the practice of medicine, to 
send the Journal original articles on subjects of their 
own choice and also reports of cases which contain an ele- 
ment of instruction. A wide support of this kind has come 
‘from the entire profession of the South, and the Journal 
solicits such continued support as will insure maintenance 
of its high standard in medical literature. 


Respectfully, 
SOUTHERN MEDICAL JOURNAL. 
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“We Progress Through Change” 


of physicians’ tables, chairs, cabinets and 
specialties show the “Progress” we have made 
through years of constant improvement and 
“Change.” If your equipment is old-fashioned 
and out-of-date, you have failed to progress 
with the times and a “Change” is due. 


Three things are essential to the successful practitioner of 
medicine—knowledge, self-confidence and the proper appli- 
ances. If you have the first two, we can supply the third. 


We are confident that we can supplement 
your skill and reduce your difficulties to 
a minimum. An examination of our cat- 
alogue will show to the casual observer 
why the word “ALLISON” has become a 
synonym for the BEST. 


W. D. ALLISON CO. 


87 N. Alabama St. INDIANAPOLIS, IND, 
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The DeMoville 


Surgical Department 


Under the Management of an Experienced Instrument Man 


We wish to announce to the profession that we are now in position to 
furnish you anything you may need in the instrument line on short notice. 
We carry a well assorted stock of instruments, dressings, hospital supplies, 
elastic stockings, abdominal supports, trusses, crutches, and, in fact, any- 
thing in this line. We carry only dependable goods. We are agents for the 
Kuy-Scheerer Co., Koch & Co., Becton, Dickinson & Co., Ransdale-Faich- 
ney Co., Bausch & Lomb Opt. Co., Victor Electric Co., The Electro Surgical 
Instrument ‘Co., also other standard makers. We are in a position to furnish 
bids on hospital supplies and laboratory outfits of any size, and would be 
pleased to quote prices. 


This department is under the supervision of our Mr. Jos. Taylor, who 
would be pleased to call on you at any time to furnish any information you 
might desire or to answer any inquiries by mail or phone. 


We respectfully invite you to inspect our stock. Make our store head- 
quarters. 


Out of town doctors are cordially invited to call on ts for any infor- 
mation in person or otherwise. 


We furnish graduated nurses any hour of the day or night; also Biologists. 


DeMoville Drug Co. 


COR. CHURCH AND CHERRY 
NASHVILLE, TENNESSEE 


Open Night and Day Phones: Main 65-66 
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All manuscripts must be type-written on one side of the paper only. 

Each issue of the Journal will be copyrighted. 

All manuscripts submitted to this Journal will be considered only on the condition that 
they will not appear in any other journal until after they have been published in this Jour- 
nal. 

It is desired that all articles close with a summary and that the bibliography be given. 
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ORIGINAL CONTRIBUTIONS 


*A BRIEF DISCUSSION OF SOME OF THE SURGICAL JUNK DEMANDING 
FURTHER SURGICAL INTERFERENCE. 


By JOSEPH PRICE, M.D., 
Philadelphia, Pa. 


Mr. PRESIDENT AND GENTLEMEN: 
me a great honor by placing me first on your 
splendid program. 

I greatly disapprove of fault-finding and 
complaining. I am in the fullest sympathy 
and interest with that great progressive, edu- 
cational wave now going over this country 
and the entire world. Our present progress 
drives us to specialties. We cannot keep up 
with the present startling progress and ad- 
vance of the world. 

My colleague, Dr. McMurtry, wrote me on 
December g—he never permits a gynecologi- 
cal sparrow to fall unnoticed: “Dear Joe: One 

hundred years ago (Deceniber 9, 1809) today 
Ephraim McDowell did the first abdominal 
section, and I celebrated quietly the centen- 
nial by doing a McDowell operation (large 
ovarian cystoma complicated by uterine fibro- 
ma subserous) at the same hour of the day 
(10 a. m.). I know you were celebrating ap- 
propriately the centennial in Philadelphia.” 
Our mutual friend, McMurtry, was quite cor- 
rect. I unfortunately had on the operating 
table surgical junk—the patient entered my 
office on the 7th and asked me to reopen her 
abdomen and to correct, if possible, a dlis- 
tressing condition that she could bear no 
longer—her abdomen had been opened three 
times, a pelvic operation followed by two gall- 
bladder operations. She complained bitterly 


You do. 


of a griping sensation in her epigastric re- 
gion followed by nausea and starvation. In 
the short period of six days I have reopened 
four abdomens for post-operative, pathologi- 
cal and operative sequelae many of us are 
quite familiar with. 

Large numbers:of these patients are objects 
of pity and mercy; all are objects of charity. 
One of the number has had her abdomen 
opened eight times. Fortunately, late opera- 
tions were complete procedures—the repro- 
ductive organs and appendix were gone, leav- 
ing only a ventral hernia with omental and 
bowel adhesions to be freed. One of the late 
operators drained her gall-bladder, leaving a 
fistula and distressing adhesions. I freed the 
stomach, bowel and other adhesions, exposing 
the gall-bladder, disorganized and charged 
with pus. Its clean removal will probably re- 
sult in cure. 

It was my distinguished friend, Dr, Lewis 
S. McMurtry, who first urged the importance 
of all doctors and specialists serving a prac- 
tical apprenticeship in a good hospital or dis- 
pensary under an industrious master. 

Dealing with surgical junk requires more 
than the ordinary hospital apprenticeship. A 
distinguished operator remarked while finish- 
ing an operation: “Gentlemen, you have to 
do a hundred of these operations before you 
learn how (meaning’ primary procedures).” 


* Read before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 
14-16, 1909. 
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It would have been interesting to have heard 
what he had to say about 100 repeated opera- 
tions for adhesions or partial and incomplete 
surgery. 

McDowell’s first patient recovered rapidly, 
lived a healthy physiological life, conceived 
and bore children; a son went to Congress. 

The operations done by the pioneers in ob- 
dominal surgery were free of operative se- 
quelae. The percentage of recoveries were 
good in the country. 

The first patients operated upon by Bayman, 
McDowell, Nathan Smith, John Light, Atlee 
and others recovered speedily ‘and lived to a 
good old age. 

I have had the opportunity of seeing a large 
number of the patients operated upon by the 
first school of abdominal surgeons—an inter- 
esting group of patients, none of them com- 
plaining of those common symptoms of mod- 
ern operations. 

The high death rate in the hands of some 
few operators explains surgically the distress- 
ing condition of the few that do recover but 
command more surgery. 

A distinguished specialist in gall-bladder 
disease lost four patients in a series of five. 
I reopened the abdomen twice in the fifth 
patient. I thought I could relieve him by 
freeing adhesions in the first attempt. In the 
second I removed his diseased gall-bladder and 
placed his viscera in normal relations. He is 
now useful, healthy and comfortable. 

Junk surgery will shorten the lives of the 
old surgeons if they have the courage to do it 
—it will also poison their reputations. It 
gives a mortality that few operators can 
stand. 

The young, unschooled surgeon cannot do 
it—cannot begin it or complete it. It results 
disastrously both to his reputation and to his 
patient. Again he is counselled not to at- 
tempt it. 

On the 6th I received a letter from a young 
surgeon asking me to take a patient or tel! 
him how to deal with it. She had had two 
or three gall-bladder operations followed by 


fistulae, and is now septic, and asks for relief. 
I wrote him, “I don’t want her; hands off.” 
He saw me the following day for instructions. 
Go ahead, remove the ‘gall-bladder, if you can 
find it, and drain. He is a painstaking young 
surgeon, but I am satisfied he will not find 
that gall-bladder. 

Some years ago a valued friend gave me 
a picture of McDowell’s first ovariotomy, and 
quoted on the back of it from McDowell, “I 
sincerely trust that the merely mechanical sur- 
geon will never attempt the operation.” 

Some few years ago I walked ints the 
clinic of a genius and an artist in surgery in 
Richmond, Va. He is now presiding. He had 
before him a patient—surgical junk—fistulae 
and chronic obstructions. What he had to / 
say was characteristic of the inheritance and 
of the masterful teacher—it was brief and sur- 
gically correct, “You must look and go beyond 
the fistulae, correct the snarls, the obstruc- 
tions, the adhesions, give the bowel its normal 
lumen and the obstruction will vanish and the 
fistulae close.” He condemned all efforts at 
relief by simply dealing with the fistulae from 
the skin end. The procedure was simple and 
rapid. He demonstrated the vital impor- 
tance of the first subject to be taught in the 
new university, recently endowed with a gift 
of one million. Thirty-two subjects to be 
taught—thirty-two specialties. The first on 
the list mentioned is cleanliness. He aided in 
the simple detail of protecting the field of 
operation with gloved hands—he then cast 
away the gloves, gathered up the cluster of 

‘adherent bowel, freed the obstructions and 
closed the fistulae. Every step of this pro- 
cedure was a lesson in surgery. 

Mr. President, it is needless to detail the 
variety of pathological complications from the - 
pelvic basin to the pyloric orifice of the stom- 
ach in the great variety of surgical afflictions 

_found between those two points, but if dealt 
with scientifically, according to our surgical 
lights, junk will not be the result. Again, in 
the suppurative forms of disease of the pelvic 
viscera, about the head of the cecum ard on 
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up to the suppurations about the liver, the 
advanced thinkers and workers have given 
us perfected procedures which if praciiced 
completely and scientifically, will be followed 
by few uncomfortable sequelae. 

It is exceedingly rare to get junk from the 
operating tables of the experts. I rejoice that 
there is prolonged and painstaking effort on 
the part of the well-schooled to correct the 
common errors and calamities, 

Our precise knowledge of pathological ca- 
lamities and the early efforts at relief now 
give us about a nil mortality. 

Many years ago we rejoiced in our won- 
derful progress in pathology and diagnosis 
and the splendid results in early procedures. 
We had every reason to rejoice that the young 
surgeon with his apprenticeship on the oppo- 
site side of the table, his refined knowledge 
of pathology and diagnosis, would give him 
the patients early for simple completed pro- 
cedures, and that hereafter that extensive com- 
plications, pathological “invasions and disor- 
ganizations would not be permitted. 

Dr. Deaver righteously rebuked the inter- 
nist, the new specialist in pathology, diagnosis 
and therapeutics for his prejudice against sur- 
gery. Probably no one living or dead has more 
precise knowledge of living pathology and 
what can be accomplished by early surgery 
than that past master in practical surgery, 
John B. Deaver. 

The perfect results in stab and gunshot 
wounds are uniformly successful through- 
out the country—a good number of the pa- 
tients fortunately fell into the hands of the 
young surgeons with extensive mutilations. 
It is rare to have patients ask for more sur- 
gery after gunshot and stab wounds. The 
entire character of the females’ dispensary 
services has changed. The patients entcring 
daily would alarm an old operator. 

Some years ago I wrote a brief paper with 
the title, “Major Gynecological Operations 
Due to Tinkering.” 

Incomplete procedures, a remaining diseased 
tube or ovary, is a common error in the pri- 
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mary procedure. Large numbers apply after 
the first, second or third, or multple operations. 
The patient then starts along the hospital 
highways for a fresh but not complete pro- 
cedure. 

String bag snarls of small bowel with gen- 
eral adhesions of the sigmoid to everything 
in the pelvis and an interesting fixation of the 
cecum. Some with a history of removal of 
the appendix once, twice or thrice. We often 
find it after it has been many times removed 
well up behind the cecum and buried. The 
repair of lesions about the sigmoid, primary 
and repeated, are difficult and important pro- 
cedures. 

All intestinal surgery demands experimental 
schooling, freeing bowel adhesions following 
the septic operation. Imperfect surgery, bad 
drainage, leave and give sequelae, demanding 
further relief. 

Fistulae are not so common. Operators are 
abandoning the incomplete operations that 
favor them. They practice the incision and 
puncture and drainage methods or palliative 
methods. The results are about always incom- 
plete. The teacher, artist or musician who has 
that needless suspension or fixation done 
largely for remunerative purposes goes per- 
fectly wild about the bladder and fixation dis- 
comfort. You cannot halter up an important 
organ in the peritoneal cavity as you would a 
horse or cow—it is dangerous to halter the 
cow or horse, but it is torture to try to halter. 
a vital organ. Last week two little Quaker 
teachers entered my office and told me they 
would have to give up their jobs if they were 
not relieved. Both had vesical and pelvic dis- 
comfort and occasionally severe pardxysms 
of pain. They had been the rounds of a 
number of specialists. About all their special 
organs had been tinkered with without relief. 
I told them that the uterus would have ic be 
freed. They wailed, “Is it possible I have to 
go through with all that again ?” 

We must have more prolonged hospital 
apprenticeship in our young men at the hands 
of skillful operators. All of our graduates 
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should go through a hospital. The public hos- 
pitals, like the private hospitals, should be 
made clinical schools, and from this clinical 
schooling on top of a thorough scientific edu- 
cation, we will get a new class of practition- 
ers, better pathologists and better diagnos- 
ticians. 

The resulting thoroughness, scientific and 
clinical, will give us a stronger profession, 
with better judgment and a confidence of the 
community that he does not possess. Doctors 
with better education will give us the patients 


early while the troubles are simple, free of 
invasion and infection; simple operations de- 
manded ; extensive and complicated procedures 
rare. 

In about all of our early operations we are 
pleased with the simplicity and the absence 
of complications, and happy over the results. 

All junk surgery is uncertain—it may be 
simple or it may be too complicated for com- 
pletion. Good numbers of masterful opera- 
tors have been prompted by their good judg- 
ment to give up their prolonged and painstak- 
ing efforts. 


SERODIAGNOSIS OF SYPHILIS. 


W. Litterer, Nashville, Tenn. (Journal 4. 
M. A., November 6), describes the Wasser- 
mann test which he has used rather exten- 
sively, and he also has employed Noguchi’s 
modification about fifteen times. He confirms 
Noguchi’s contention with reference to the 
simplicity of his method. In seven cases of 
male negroes who gave a doubtful Wasser- 
mann reaction, he obtained a positive reac- 
tion with the Noguchi test and in two cases 
with no history or evidence of syphilis, in 
which the Wassermann method gave a nega- 
tive reaction, a very positive one was obtained 
with the Noguchi test. Hereditary syphilis 
could not be excluded in either of the cases, 
but he thinks it barely possible that the test 
may be a little too delicate. The bulk of his 
work, however, has been done with the Was- 
sermann test. Forty-six presumably healthy 
white men were examined. All but two were 
negative and, in these two, hereditary syphilis 
could not be excluded. Of forty-six ap- 
parently healthy colored males with no history 
or evidence of syphilis, five gave a positive 
Wassermann reaction and ten gave doubtful 


reaction. Twenty-five of these patients lived 
in the country and of these only one gave a 
positive Wassermann and three a doubtful one 
but positive by the Noguchi method. In twen- 
ty-one city negroes one gave a positive Was- 
sermann and seven were doubtful but the No- 
guchi test was positive in all seven. It is evi- 
dent that an appreciable percentage of the city 
negroes have syphilis, either acquired or con- 
genital. In fifty-eight non-luetic cases, only 
four gave a positive reaction; two of these 
were cancerous cases and one a case of hydro- 
phobia. The other case was one of estivoau- 
tumnal malaria. In 88 per cent. of cases of 
active syphilis the reaction was positive and 
three patients who gave negative reactions had 
been undergoing specifiic treatment. He con- 
cludes by saying that more than go per cent. 
of cases of actual syphilis give the reaction, 
and the occasional positive reaction in other 
diseases lessens the diagnostic value of the 
test very little. The Noguchi reaction is ap- 
parently more delicate than the original Was- 
sermann, and a good percentage of the urban 
negroes in the South will give a positive reac- 
tion to this test, since many have hereditary 
syphilis. 
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A PLEA FOR THE MORE GENERAL USE OF CHOLECYSTENTEROSTOMY IN 
CERTAIN CASES OF PANCREATITIS.* 


By LEGRAND GUERRY, M.D., 


Surgeon to Columbia Hospital. 
Columbia, S. C. 


I do not pretend to be offering anything 
new or novel or original, but rather, out of a 
purely personal experience, to direct attention 
to a surgical procedure which, we believe, has 
a rational foundation and at the same time de- 
serves a more extended field of usefulness. 
We believe that the operation advocated is 
thoroughly consistent with the nature of the 
disease process, namely a chronic inflammation 
of the pancreas whether the etiological factor 
be gall-stones or infection independent of and 
apart from stone formation. 

From what I have been able to read in books 
and the current literature and have observed 
in actual work of very many large clinics, 
the operation of cholecystenterostomy in its 
relation to chronic or interstitial pancreatitis 
is not as generally in use by surgeons in this 
country as it should be. 

There are many and ample descriptions of 
its technique but the deficiency lies in the fail- 
ure to apply the principle of permanent drain- 
age as often as our experience would indi- 
. cate it should be applied. 

The whole proposition hinges on this point: 
it appears that quite a number of cases of 
chronic pancreatitis require more or less per- 
manent drainage to effect a symptomatic and 
physiologic cure; that if the pancreatic in- 
flamation has progressed to a certain stage 
the operation of cholecystotomy does not of- 
ford drainage of a sufficient lenght of time 
to allow the trouble to subside; indeed there 
is a point reached, in the progress of this mal- 
ady, in which the pancreatitis itself is incur- 
able, although the symptoms due to insuffi- 
cient bile drainage may be relieved by opera- 


tion. In other words, if the pancreatitis which 
started as interstitial lasts long enough the 
islands of Langerhans become involved and 
we there have the so-called inter-acini pan- 
creatitis with its resultant diabetes. 

This possibility, it appears to me, is one of 
the very good reasons why earlier resort 
should be had to permanent drainage. I sup- 
pose that at the operating table it would be 
impossible to. state positively which of the 
two stages of the disease was present: it 1s 
easy to understand when we consider the smali 
size, comparatively, of the bile channels, that, 
bile is secreted under very low blood pressure 
and also how slight is the pressure behind to 
force it on to the duodenum, that very slight 
obstruction at the head of the pancreas would 
be sufficient to cause its damming back and 
consequent absorption. 

Gall-stones are the most important single 
cause of pancreatitis, furnishing the causative 
agent in about two-thirds of the cases, the re- 
maining third being due to infection inde- 
pendent of stone formation originating either 
in the stomach duodenum or gall-bladder; the 
direct mechanical cause being closure of the 
ampulla of Vate. 

I will briefly relate a case which is 
typical of quite a number to serve as a con- 
crete illustration. Mr. M , age 38, mar- 
ried; several years ago had an attack of pain 
in the gall-bladder region with very slight 
jaundice, pain occasionally radiating under 
right shoulder, slight fever, indigestion and 
etc; ‘these attacks would occur at frequent 
intervals, but there was a gradual weakening 
and loss of flesh, no sugar in the urine. Diag- 
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nosis gall-stones or pancreatitis (chronic) or 
both. At the operation a slightly distended 
gall-bladder with no stones was found, the 
bladder was full of the- characteristic ropy, 
tarry, black bile and well marked colon bacilli 
odor to it. The pancreatic head was markedly 
enlarged. Operation consisted in cholecys 
totomy after the common ducts had been 
thoroughly explored and a probe passed into 
thee duodenum to insure the patency of chole- 
dochus; drainage was continued for three 
months, and during this time he not only gained 
twenty pounds in weight but was completely 
restored to health. This is a sentence from a 
letter received three months after the wound 
had been closed, “Dear Dr., I have just had 
another attack very much worse than any be- 
fore my operation, what shall I do? “On 
my advice he returned to the hospital, at wiich 
time cholecystenterostomy was done and with 
the result that he has been permanently re- 


‘lieved from all of his symptoms and is now in 


perfect health. I notice also that in my list of 
secondary cholecystenterostomies there ate in- 
eluded cases previously operated on by other 
surgeons of undoubted standing. 

The case above reported is simply one out oi 
many, in fact in my own work there have been 
such a proportion of cases of interstitial pan- 
creatitis that have failed to remain permanent- 
ly well after simple cholecystotomy we feel it 
safer and more conservative, in the presence 
of jaundice, a dilated and distended gall-blad- 
der and common duct to institute permanent 
drainage at the primary operation. I heard 
a very distinguished surgeon say, not very 
long ago, while operating on a case of this 
sort “if the patient was markedly jaundiced 
he would do at once permanent drainage, but 
he stitched the gall-bladder to the fascia of 
the rectus in order that it could be more read- 
ily opened should recurrence take place.” This 
seems to me to be begging the question an‘l 
emphasizes the point we are contending for. 
a more general use of cholecystenterostomy 
in certain cases of pancreatitis. 

We think it most important to try and de- 


termine at the primary operation which cases 
need permanent drainage and which do not, 
and not to wait for a recurrence of symptoms 
to point us to the error of our way, for it is 
our opinion that this malady is not only a more 
frequent one but much more important than is 
the general belief. 

The following from Mayo Robson is very 
much to the point, “a simple drainage of the 
gall-bladder by cholecystotomy is frequently 
unsatisfactory and can not be relied on in 
well marked cases of obstruction as drainage 
of the bile passages is not sufficiently long 
continued. This applies especially to the cases 
in which the interstitial pancreatis has per. 
sisted for some length of time, in which cases, 
although a cholecystotomy may lead to a dis- 
appearance of the jaundice and the digestive 
symptoms may be alleviated, the metabolic 
signs found in the urine many months or even 
years subsequently show that recovery has 
only been partial.” 

To my mind it is most important to draw a 
distinction between chronic pancreatitis due 
to gall-stones and chronic pancreatitis due to 
infection independent of and apart from the 
presence of stones; in the first case simple re- 


‘moval of the stones and temporary drainage 


of the gall-bladder gives permanent relief, be- 
cause we remove the cause of the disease; in 
the other case, however, the trouble lies outside 
of and independent of stone formation and 
these cases, within the bounds of our experi- 
ence at least, are much more likely to require 
permanent drainage to effect a cure. 

“T am impressed with the fact that chronic 
pancreatitis it not only a much more frequent 
malady than has been supposed, but a more 
important one. In looking back over consid- 
erable experience in surgery of the gall blad- 
der and bile tract I find that a number of cases 
that have failed to make a good recovery. 
failed because of pancreatic complications. It 
is certain that much larger proportion of cases 
especially those with a distended gall-bladder 
and dilated common duct with or without 
stones, should be treated by a cholecystenter- 
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ostomy than has been the practice among 
American surgeon.”—Mayo. 


We submit, then, our belief based on our 
own individual work, that when operating on 
cases of chronic pancreatitis, especially that 
variety of the disease independent of stone 
formation, in the presence of even very slight 


jaundice and a dilated and distended gall- 
bladder and choledochus with a definite en- 
largement of the pancreatic head, that the ap- 
plication of the principle of permanent drain- 
age not only has its foundation in rational 
conception of the pathology of the disease 
process, but is entitled to a very much more 
extended field of usefulness. 


SALT-FREE Diet IN NEPHRITIS. 


V. C. Vaughan, Ann Arbor, Mich., (Jour- 
nal A. M. A., November 27), says that the 
following points seem fairly well established : 
“rt. Urea and uric acid are not important con- 
stituents of the urine so far as their toxicity 
is concerned. I mean to say that neither of 
these can be regarded as the active agent in 
the causation of those symptoms that result 
from failure to function on the part of the 
kidney. 2. About 85 per cent of the toxity 
of the urine is due to its inorganic constitu- 
ents, the most toxic of which is potassium 
chlorid. 3. There are present in normai urine 
certain organic poisons, the nature of which 
has not yet been ascertained. 4. Although the 
inorganic constituents, notably potassium chlo- 
rid, are markedly poisonous, they can not be 
regarding as standing in a direct causal rela- 
tion to that complex of symptoms which we 
designate as uremia. A small fraction of grain 
of potassium chlorid, as I have frequently 
-demonstrated, injected into a ventricle of the 
brain of an animal, may cause prompt death, 
but neither the symptoms nor the post-mortem 
findings are those of uremia.” He is confident 
that withholding salts does not touch the real 
cause of uremia. It seems possible that the 
inorganic salts of normal urine and its organic 
constituents may neutralize each other partly. 
_At least it has been repeatedly found that the 


ash of urine is decidedly more toxic than the 
whole urine and he thinks that there is room 
for more research on this point. There is 
evidence also that an absolutely ash-free diet 
may disturb the health and this also needs 
further study. In dogs, long-continued feed- 
ing of salt-free diet materially reduces the 
acidity of the gastric juice and it has been re- 
peatedly shown that there is a minimum of 
salt content in the living tissues below which 
it is impossible go. Single organic salts may 
be more poisonous than a combination and 
therefore there is reason for suspecting that 
the inorganic constituents of the urine may 
neutralize each other. Vaughan shows that 
salt retention is not proved to be the cause of 
nephritis or of its edema, and it seems to him 
that the greatest good is to be secured by re- 
stricting salt in the diet of patients who may 
be called prenephritics, and there are many 
of this kind; he is in the habit of advising such 
individuals to have their food prepared with- 
out the addition of salt. He is positive that 
we eat too much highly salted food. With 
unsalted food we drink less and the kidneys 
are relieved of excessive work; otherwise, he 
has never been satisfied that he has seen any 
benefit in any form of nephritis in denying 
the patient the satisfaction of his thirst. It 
seems good sense to limit the consumption of 
food in nephritis, so far as possible without 
distress to the patient. 
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*AN EXPERIMENTAL AND CLINICAL RESEARCH INTO NITROUS OXIDE vs 
ETHER ANESTHESIA--AN ABBREVIATED REPORT. : 


By GEORGE W. CRILE, M.D., 


Professor of Clinical Surgery Medical College of Western Reserve University; Surgeon to St. Alexis 
Hospital; Surgeon to Lakeside Hospital. 


Cleveland, Ohio. 


In the hands of skilled surgeons there is at 
present only a slight immediate mortality 1: 
the good risk patient, whatever the operation. 

This slight risk is made up largely of fac- 
tors over which we have at present little or no 
control, i.e. embolism, pneumonia, suppression 
of urine, etc. 

Indeed the mortality rate can with no in- 
considerable accuracy be predetermined by 
discrimination in advising operation. 

In the goods risks should we not endeavor 
to lessen the immediate post operative dis- 
comforts and the post operative neurasthenia, 
and in the bad risks shou!d we not only de- 
cline to accept defeat, but here search for new 
methods to reclaim the handicapped patient? 
I venture to state that foremost among the 
means of achieving more nearly ideal results 
in the good risks, and of reclaiming the handi- 
capped, is the anesthetic. 

It is quite unnecessary to enumerate the well 
known limitations of the anesthetics now in 
use. Ether still stands first as an all round 
general anesthetic. 

Local anesthesia has special limitations, and 
spinal anesthesia is in the midst of its tryout. 

In the minds of the public, ether, as given 
by the usually unprepared interne or the un- 
initiated, bears a reputation approximateiy 
that of seasickness. Not only has it a popular 
ill repute, but we will try to show that it has 
at least two vital limitations: (a) it contri- 
butes to post-anesthetic depression, and (b) 
it impairs immunity. If these points are es- 


tablished, the question that follows is: Is there 
any general anesthetic that is preferable? 1 
shall hope to show that Nitrous Oxide 1s such 
an anesthetic. 

In the laboratory, animals in parallel series 
were subjected to shock producing experi- 
ments of varying severity, and the results ob- 
tained were carefully studied by the piss 
of: 

1. Observation on the pathological sino. 
iclogy recorded on a smoked drum. 

2. By the histological study of the central 
nervous system. 

In the laborious tasks of accumulating the 
data upon this subject, I was largely reiieved 


- by Dr. Prendegrast in the physiologic part, 


and Dr. Austin in the pathologic. The re- 
search has been under prosecution for more 
than a year and the following is but a sum- 
mary of the results obtained. 

In overdose, nitrous oxide causes death by 
a combination of asphyxia and cardio-inhibi- 
tion. When the inhibition is controllea by 
atropine or scopolamine, death may occur by 
asphyxia alone. Nitrous oxide, too, in over- 
Cose may inhibit respiration. Muscular tone 
ic diminished far less under nitrous oxide than 
under ether anesthesia. The animal comes out 
of the anesthetic immediately, quite regardless 
of the duration of the anesthesia. And re- 
peated anesthesia seems to develop no im:nun- 
ity. 

Its action being quick and its effect evanes- 
cent, nitrous oxide anesthesia runs the entire 
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gamut from slight to fatal anesthesia, with re- 
markable celerity. Its best administration is, 
therefore, especially difficult, requiring far 
more alertness and ability than ether; indeed 
a number of experiments were sacrificed to the 
technique of administration. 

There is apparently no post anesthetic ef- 
fect upon either the lungs or the kidney, nor 


than did the ether animals. Then too, in 
handicapped animals, i.e. animals reduced by 
infections, hemorrhage or hyperthyroidism, the 
nitrous oxide showed a marked advantage 
over ether. 

The composite chart indicates grap'i‘cally 
this result. 

The changes in the ganglion celis of ‘ie 
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indeed upon any other part of the body. 
Does an animal under nitrous oxide anes- 
thesia endure shock producing trauma better 
or not so well as under ether anesthesia? Here 
the difference is so striking that doubt ling- 
ered not at all. The nitrous oxide animals 


resisted shock producing trauma far better 


central nervous system from the cortex to the 
cord as indicated by the newer pathologic cy- 
tology methods shows a distinct difference be- 
tween the cells in the ether and nitrous oxide 
animals. The cells of the nitrous oxide an- 
imals showed much less change than in the 
ether dogs. This part of the work has im- 
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portant bearings in other directions and will 
be reported in full in a later communication. 
CLINICAL. 

My first attention clinically was called to 
nitrous oxide by the work of Dr. Teter who 
had acquired a splendid empyric knowledge 
of the administration of nitrous oxide in his 
dental work, and invented an excellent appa- 
ratus bearing his name. A few administra- 
tions of this anesthetic by Dr. Teter were suf- 
ficient to indicate its clinical possibilities, hence 
this research. 

My general anesthetist, Miss Hodgings, 
gave the anesthetic in the experimental lab- 
ratory, and there acquired an excellent work- 
ing knowledge of it. Miss Hodgings has ad- 
ministered nitrous oxide in 575 major opera- 
tions, and has kept careful notes. She has 
had a large previous ether experience with 
which comparisons were made. The foilow- 
ing is a summary as to the technique, the phe- 
nomena, and the results: 

The Tecnique.—It was only after consider- 
able experience that Miss Hodgings was able 
to so skillfully adjust the dosage as to keep 
the patient under the anesthetic sufficientiy for 
surgical purposes while maintaining a pink 
circulation. We soon found that the benefi- 
cient quality of inconsequential after effects 
became a shortcoming, viz: Post operative eth- 
er cases, like seasick travelers, are quite obiivi- 
ous to environment and even pain; but post- 
operative nitrous oxide patients being at once 
in possession of all their faculties, have an 
unimpaired painful appreciation of the op- 
erative trauma. This was admirably met by 
a combination of scopolamine and morphia 
precedence. This almost ideal combination 
will be alluded to later. 

The principal phenomena of nitrous oxide 
anesthesia are the state of the circulation, of 
the respiration and of the muscular system. In 
overdose, all the blood assumes a venous color, 
the heart is slowed and the blood pressure 
rises, and if excessive the heart is suddenly 
arrested in overdilation. The heart is the key 
to the situation, the warning being to: -ruch 


slowing. Dr. Teter introduced the metnod 
of continuous auscultation by means of an 
unilateral phonendoscope. This we have found 
practical. In nitrous oxide the longer the an- 
esthetic the better the anesthetic becomes. 
Unfavorable circulatory phenomena, are, we 
found with added experience, merely expres- 
sions of unskilled administration, and not in 
the least necessary to the maintenance of sur- 
gical anesthesia. 

The respiration like the circulation is easily 
over anesthetized, the phenomenon being grad- 
ual impairment and finally arrest. 

In both the circulatory and respiratory phe- 
nomena of danger the remedy is always at 
hand, and can be instantly applied, viz: Turn- 
ing off the nitrous oxide and turning on fully 
the oxygen. This manoeuver requires but a 
few seconds. 

The muscular system becomes a problem 
because of the very inocuousness of the an- 
esthetic; the muscles are not so well reiaxed 
as in ether anesthesia. 

In women and children, and in anemic or 
otherwise weakened subjects, relaxation is us- 
ually ample. In robust subjects satisfactory 
relaxation may become difficult and indeed 


‘ sometimes impossible with nitrous oxide alone. 


The way out of this difficulty was rapidly 
found, viz: A saturated ether cone is substi- 
tuted until sufficient relaxation is obtained, 
uusally in from two to five minutes. The ni- 
tros oxide anesthesia alone will then be found 
sufficient; that is to say, nitrous oxide may, 
with certain modifications become a routine 
anesthetic. 

Nitrous oxide as now used costs approxi- 
mately eight dollars an hour. This may be 
reduced to about three dollars an hour by man- 
ufacturing the gas in the basement of the hos- 
pital and having it piped to the operating 
room. Not only does such a plant reduce the 
cost, but by providing an even flow makes the 
administration much simpler and more eff- 
cient than by the high pressure cylinders and 
hag. with the troublesome freezing high pres 
sure valves. 
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CLINICAL RESULTS. 


In my service we have given nitrous oxide 
575 times for major surgical operations. 
Among these are included many of the hazard- 
cus risks in which ether was contra-indicated. 

In one of the early cases, a case of myocard- 
itis, with valvular lesion constituting an ex- 
ceptionally bad risk, the heart was arrested. 

The patient was resuscitated, but died six 
hours later. I attribute the death to the anes- 
thesia, in part to the anesthesia per sc, and 
in part to imperfect technique of adminisira 
tion. I am now quite certain that this result 
would be now very readily obviated by Miss 
Hodgings. 

As to nausea.—Comparing the nitrous oxide 
cases with ether cases nausea occurred in 17 
per cent as compared with 42 per cent in ether 
This includes all cases. Post operative nausea 
is, of course, not wholly due to the anesthetic, 
i.e. peritonitis and certain visceral operative 
trauma may independently of the anesthetic 
cause nausea. 

Nausea in nitrous oxide cases in which there 
is no other nausea-producing factor rarely oc 
curs. 

In the course of the operation, nausea, in 
nitrous oxide, as in ether, is usually due to 
uneven administration. At the conclusion of 
the operation the patient is fully awake and in 
unclouded possession of all his faculties in two 
or three minutes. 

There is unmistakably a great diminuition 
in surgical shock. Indeed the immunity from 
shock is as striking in the clinic as in the lab- 
oratory. 


I am well aware that the shock in the rou- 


tine cases, free from predisposing complica- - 


tions, is rare; but in the cases most urgently 
demanding surgical relief, such predisposing 
causes are present, and frequently constitute 
the principal factor of the immediate risk. It 
is here that nitrous oxide appears at its best. 
Then too, in infections, since using nitrous 
oxide as contrasted with ether, we are equally 
certain that ether as compared with xitrous 


oxide impairs the immunity of the patient The 
difference is so striking that only a great 
emergency would now induce us to use ether 
instead of nitrous oxide in grave infections. 

In a parallel series of acute infections con- 
sisting of 75 cases operated under nitrous ox- 
ide and 75 under ether, the technique and the 
after treatment being constant factors, care- 
ful records were kept at the time of the opera- 
tion and in bedside notes. The average pulse 
observation is here presented. At the time of 
operaton the average pulse of the ether cases 
was 114; and the average of all the pulse 
observations during the first twenty-iour 
hours following operations was 117. While 
in nitrous oxide the average pulse rate at the 
time of operation was 115; the average of all 
the counts during the first twenty-four hours 
following the operation was 105. In ether 
there was an average increase of eight vcats; 
in nitrous oxide there was a decrease of ten 
beats. In every other respect also the patient 
showed a more distinctly favorabie course af- 
ter nitrous oxide than after ether. Not a case 
showed the rapid march to fatality imme- 
diately following the operation as occasionally 
follows ether. 

Neither has there been any case of pulmo 
nary complication. 

The work of Graham, of Chicago, on the 
phagocytes showed that ether distinctly lowers 
the phagocytic power. 

There are indeed many points I should like 
to discuss. Based upon experimental and 
clinical observations I may summarize as fol- 
lows: 

Nitrous oxide as compared with ether gen- 
eral anesthetic is technically difficult and ex. 
pensive. It has certain dangers, which are a!- 
most wholly in the control of the skilled anes- 
thetist; it is not the anesthetic of choice for 
the unitiated, but only for the highly trained 
anesthetist. Properly supplemented and skill- 
fully given, it may be used as a routine anes- 
thetic in general surgery. Once the operation 
is over, the patient is strikingly better off. than 
after, ether anesthesia. The role of shock and 
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infection is far less in nitrous oxide than in 
ether anesthesia, and accumulating evidence 
seems to show that there is a distinct diminu- 
tion in post operative neurasthenia. 

In routine operations the combinations of 
scopolamine and morphine given one and one- 


half to two hours prior to nitrous oxide anes- 
thesia forms so effective a combination that 
in over 50 per cent of my patients the day of 
operation is robbed of all operative memory, 
and in the remainder it dulled the edge of both 
the physical and the mental distress. 


GASTRIC CANCER DIAGNOSIS. 

P. K. Brown, San Francisco (Journal A. M. 
l., November 6), says that it is surprising 
that the fact presented by Rudolf Schmidt 
from Neusser’s clinic in 1906, regarding the 
presence of the Boas-Oppler bacillus in the 
stools in cancer of the stomach, has excited 
so little attention in the profession. Schmidt 
found that the bacterial examination of the 
stools by the Gram stain under normal condi- 
tions revealed very few organisms, the Gram- 
negative colon group vastly outnumbering any 
Gram-positive organisms. <A stool that with 
Gram’s method showed bacilli of uniform size 
far outnumbering other organisms, he re- 
garded as Gram-positive. Occasionally a stool 
is encountered in which Gram-staining organ- 
ims, chiefly cocci: and non-uniform bacilli, are 
found in large numbers and _ these are not 
Gram-positive in the sense that the predomi- 
nating organism is a_ well-staining uniform 
one. He claims that many organisms have 
been mistaken for the Boas-Oppler one which 
has served to put the relation of the Boas- 
Oppler organism to cancer in a considerable 
doubt. Certainly hereafter all the deductions 
about the relation of the organism to caicer 
must be made on an absolute determination 
of what is the Boas-Oppler bacillus. Brown’s 
own findings thus far in a series of cases of 
cancer of the stomach, in which the diagnosis 
was confirmed by operation or autopsy, have 
failed to show any cases in which the stools 
were other than Gram-positive, and in no case 


of acute or chronic ulcer has the stool been 
other than Gram-negative on repeated exam- 
ination. He gives a brief abstract of four 
cases in which the bacteriologic examination 
was made, but not depended on, in the clin- 
ical diagnosis of ulcer of the stomach, but in 
each of which the operation or autopsy con- 
firmed the finding of the diagnosis which 
would have been made by trusting in the bac- 
teriologic examination. The clinical diagnosis 
of ulcer was entirely justifiable from the symp- 
toms and hereafter he will take. more interest 
in this test than heretofore. The early diag- 
nosis of cancer is a matter of the utmost im- 
portance, but one cannot fail to be impressed 
with the testimony of the Mayo brothers as 
to the frequency with which cancerous degen- 
eration of ulcer occurs. Schmidt’s technic for 
the stool examination is given as follows: 


‘“Make thin smears. Dry and fix five minutes © 


in methyl alcohol (thus dissolving also fat). 
Stain five minutes in anilin-oil-gentian-violet ; 
wash, Stain in iodin-potassium-iodid solution 
till deep purple; wash. Decolorize in 95 per 
cent. alcohol till nearly colorless; wash. Stain 
in weak aqueous solution of fuchsin; wash; 
dry; mount. Several bacilli likely to be con- 
fused with the Boas-Oppler organism ac- 
cording to Schmidt, are enumerated. These 
are the lactic-acid bacillus type, the pseudo- 
colon group, certain Gram-positive bacilli 
thicker than the Boas-Oppler organism and oc- 
curring in long chains, the gas bacillus, and 
probably Bacillus subtilis. 
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*SKIN STERILIZATION BY TINCTURE OF IODINE. 


By I. S. STONE, M.D. 
Surgeon to Columbia Hospital. 
Washington, D. C. 


During the past decade we have been using 
the tincture of iodine as an antiseptic with 
constantly increasing satisfaction. Its pen- 
etrating quality and efficiency, with almost en- 
tirely non-toxic action, renders it free from 
many of the objections raised against the an- 
tiseptics in general use. In the work in the 
gynecological department of Columbia Hos- 
pital the surgeons long since abandoned the 
disagreeable iodoform, and it is absolutely cer- 
tain that one never needs this drug in gyne- 
cological practice. Since Claudius exploited 
his method of sterilizing catgut, we have had 
the greatest satisfaction in relying upon iodine 
for every possible use instead of all other so- 
called antiseptics, especially in the various 
conditions requiring sterilization of the inte- 
rior of the uterus and vagina, including all 
vaginal operations, and we have never had 
cause to regret the practice. Our attention 
was called to the use of iodine for sterilizing 
the skin by a paper writter by Antonio Gros- 
sich of Fiume, published in the Centralblatt 
fur Chirurgie, October 31, 1908, No. 44, page 
1289. 

The essential facts in this paper are as fol- 
lows: Grossich had been using iodine in emer- 
gency surgery for a year before he commenced 
its use in all kinds of surgical work. He found 
that soap and water cleansing of injured fin- 
gers and hands was followed by redness and 
infection, even when the usual antiseptics 
were applied, and that those treated by iodine 
applications healed without these complica- 
tions, or, in other words, by primary union. 
He then began to use the method in all classes 
of cases with dry shaving, but without further 


preparation, before applying the tincture of 
iodine, and always had perfect healing. He 
then made careful microscopic examinations 
in order to ascertain the cause of this differ- 
ence in results. He alludes to the develop- 
ment of the superficial layers of the skin and 
their elevation and separation from the basal 
layers. The spaces between these layers are 
occupied by the various forms of bacteria, 
fat, sweat, etc. The inter and intra-cellular 
capillary and lymph spaces all communicate 
with these layers of epithelium, and it is con- 
clusively shown that iodine penetrates into all 
of these various clefts and openings of the 
skin. .The alcohol of the tincture dissolves 
the fat, which is always found in the capillary 
spaces, while iodine has a special penetrative 
quality of its own and forms a chemical com- 
binatton with the fatty acids of the skin, which 
combination is quickly absorbed. The soap 
and water cleansing is wrong in principle, or 
at least the skin thus prepared is harder to 
disinfect, because, first, the loose epidermic 
scales are made to close the spaces which con- 
tain bacteria and, second, these spaces are 
filled with the soap solution, which prevents 
the entrance of the alcohol solution. The 
particles of soap cannot easily be washed away 
with water, and actually form a protective 
coating for the germs which are hidden be- 
neath. Grossich gives his house patients a 
bath the day before operation, dresses them in 
fesh linen, and applies the iodine just before 
operation. He is convinced that iodine gives 
the best skin sterilization and absolutely pre- 
vents infection from the side of the patient. 
He gives a final application of iodine after 


* Read: before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 
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closing the wound, just: before placing the 
usual dry gauze dressings. On the seventh 
day he removes the sutures, and the patient 
generally leaves the hospital on the day fol- 
lowing. In our hospital work we follow the 
above plan, and have seen no unpleasant re- 
sults save:some blisters from the use of a 
strong tincture of iodine. We certainly have 
seen no case of wound infection in a clean, 
non-infected case. 


Since the paper by Grossich the subject has 
been taken up by many surgeons, and ‘we have 
yet to hear of any unfavorable or undesirable 
results. The most elaborate study of the ef- 
fect of iodine upon the skin and its complex 
elements, together with the resident bacteria, 
has been undertaken by Walther, of Paris. 
(See Bull. et Mem. de la Soc. de Chirurg., 
Mar. 16, 1909, p. 345, etc.) Walther has con- 
tributed a most valuable paper which has 
apparently withstood the criticism of the sur- 
gical society of Paris without yielding an inch 
from the main position announced by Gros- 
sich. He has not only found the claims made 
to be correct in clinical work, but also in a 
histological and bacteriological way. Sec- 
tions of skin were cut after treatment with 
iodine, which was subjected to precipitation 
by means of a solution of nitrate of silver. 
This precipitation he has used to show in mi- 
crophotographs how far the iodine penetra- 
tion extends. His beautifully illustrated arti- 
cle must carry conviction to those who may 
read the interesting lines. 

The experiments of Walther show that the 
bacteria usually found in the skin require sev- 
eral minutes for complete sterilization. He 
obtained growths in culture media after five 
minutes, but never after eight minutes of pre- 
liminary treatment of the skin by the tincture 
of iodine. He therefore advises waiting ten 
minutes before making the incision. Wal- 
ther finds it absolutely safe to waive prelim- 
inary skin washing with soap and water, alco- 
hol, etc., but finds the use of ether advisable, 
since the skin is penetrated deeper by iodine 
after it has been washed with ether. He has 


used the skin of patients and that of guinea 
pigs to test the penetrative power of iodine, 
and he summarizes his results as follows: The 
skin is painted with iodine and sections made 
which are placed in a solution of nitrate of 
silver to precipitate the iodide of silver in the 
tissues. 

The application of iodine alone without 
previous use of soap and water affords a 
thorough disinfection, as shown by the micro- 
scopic and bacterial examination. Every 
available space and cleft is reached. The 
granulations of iodide of silver are abundant 
in the epidermis and especially in the germina- 
tive clefts (couches germinatives). The hair 
follicles, even those most deeply situated in 
the thickness of the dermis, are strongly im- 
pregnated by the iodide of silver. On the 
contrary, the sections having been cut from 
the skin which had been previously soaped, 
while in most respects satisfactory as to su- 
perficial layers, although more irregular, do 
not show the iodide of silver granulations in 
the deep capillary follicles, and hence the ster- 
ilization is not so complete as with the pre- 
vious method. 

Tincture of iodine is made by adding: 

70 grams iodine, 

50 grams iodide potassium, to 1000 c. c. of 
alcohol, 95 per cent, (or rather add gradually 
until the whole amount equals 1000 c. c.) The 
exact strength of the solution used by differ- 
ent surgeons varies greatly. In our wo-k we 
are satisfied as vet to use 25 per cent of the 
tincture for ordinary skin sterilization, but’ 
have a weak solution, 1 drachm tinct to I 
pint water, for ordinary uses, such as vaginal 
cleansing preliminary to plastic operations. 

The advantages of this method of steriliza- 
tion are apparent to everyone who desires a 
safe, sure and speedy method of skin steriliza- 
tion, as in emergency surgery. It is quite 
possible that thirty seconds is long enough for 
ordinary plastic work, and the sterilization is 
as effective as that by the use of mercuric bi- 
chloride, 1 to 1000 solution, applied for a 
much longer time. There are many gond rea- 
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sons for the use of a better method of skin 
sterilization, the chief of which are as fol- 
lows: 

1. To save time. The patient is ready for 
operation immediately after sleep is induced 
by the anaesthetic. No time is spent in wash- 
ing, etc., which, to be effective, requires at 
least ten minutes. 

2. The patient may be kept warm and dry 
during the entire seance, including the time of 
_anaesthesia and operation. 

3. If the incision must be extended or one 
made in another place, this quick method is 
most desirable. 


4. The operator’s hands may be sterilized 
with iodine, as the stain can be removed by a 
weak solution of Aqua Ammonia. 

LITERATURE. 

The use of iodine for skin sterilization is 

well described in the two papers mentioned 


‘below, and we hesitate to mention many oth- 


ers, notably by American authors, however 
confirmatory their character, because we would 
only prolong our contribution. 
Grossich, Antonio (Fiume). Zent. i. Chi- 
rurg., 1908, Oct. 31, No. 44, p. 1280. 
Walthar (Paris). Bull. et. Mem. de la 
Soc. Chir., 1909, Mar. 16, p. 345, et seq. 


DIGESTIVE FERMENTS. 

C. G. Stockton, Buffalo’ (Journal A. M. A., 
November 20), discusses the use of digestive 
ferments in medicine. The action in the case 
of each and all is that of hydrolysis but dif- 
ferent foods require different sorts of fer- 
ments. It is remarkable that the several fer- 
ments operate unfavorably on each other and 
this indicates that the administration ot di- 
gestive ferments as medicine is open to piysio- 
logic objection. It would seem reasonable. 
however, that when there is a low or sup- 
pressed gastric secretion some of the artificial 
preparations might be of advantage but it is 
not considerable, at least that is the conclu- 
sion derived from their study. Some patients 
considered themselves bettered by extracts 
of pancreas, malt, etc., but it is hard to say 
how much of this is subjective or due to the 
extractive matter and bitter or aromatic sub- 
stances which may accompany the dose. There 
is some evidence that the administration of 
pepsin and hydrochloric acid does slightly fa- 
vor digestion, but the difficulty of obtaining 
better digestion by pepsin is in our inability 
to give also sufficient hydrochloric acid. To 
bring about good digestion relatively large 
quantities of hydrochloric acid must be given, 
and this the patient resents. Stockton does 
not think the question as to any beneficial ac- 


tion of pepsin per se has been answered and 
as regards the effect of pancreatic prepara- 
tions the situation becomes still more con- 
fused. Stockton has not been able to satisfy 
himself that intestinal digestion is improved 
by the administration of any ferment what- 
ever. He has been unable to recognize any 
improvement either by the observation of the 
patient or the study of the stools. On the 
whole, it must be concluded, he says, that the 
question of the administration of the diges- 
tive ferments in medicine is complicated and 
is rendered the more uncertain by lack of pre- 
cise knowledge as to what becomes of them 
in the digestive canal. It therefore becomes us, 
in the present state of our knowledge or lack 
of knowledge, to be modest in claiming any 
good or other effects from the use of these 
substances. There is no doubt but that a 
large number of such preparations in the mar- 
ket are practically inert. Many combina- 
tions that are widely advertised and prob- 
ably often prescribed are self-destructive, pro- 
vided they are made as represented—1. e¢., the 
various elixirs, etc., of this class are unphys- 
iologic in theory and by careful analysis by 
the Council on Pharmacy and Chemistry of 
the American Medical Association have been 
shown to be practically worthless, so far as 
physiologic activity is concerned. 
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EXOPTHALMIC GOITRE.* 


By JOHN B. DEAVER, M.D., LL.D. 
Surgeon-in-Chief to the German Hospital. 
Philadelphia, Pa. 


So much has been written upon this sub- 
ject within the last two years that it seems 
almost like trespassing upon the time of this 
Association to discuss any aspect of exopthal- 
mic goitre. Still we are not in full accord in 
all our own views and even in those matters 
on which there is agreement simple reitera- 
tion is of value in leavening the medical lump. 
“Line upon line, precept upon precept,” is 
needed to convince and overcome professionai 
inertia, 

At the present time the central fact which 
has been established both by clinical observa- 
tion and by surgical and experimental evidence 
as to the cause of the symptom-complex ui ex- 
opthalmic goitre is its dependence upon an 
overacting hyperplastic and usually hyper- 
throphied thyroid which produces its chief 
effect through excessive discharge into the cir- 
culation of some substance possessing a pow- 
erful toxic action. 

Whether the enlargement and heightened 
activity of the gland be primary or in response 
to a reflex, toxic or physiological call, or 
whether the substance elaborated be norma! 
or altered in its composition and whether the 
symptoms be due to poisoning by excess of a 
physiological product or by the harmful action 
of a pathological substance we are not yet pre- 
pared to state. 

The meagreness of our knowledge concern- 
ing the cause of this serious condition nat- 
urally prevents our founding a system of 
treatment based upon the solid foundation of 
its ultimate mode of origin. Let us admit at 
once, therefore, that the profession does not 
possess anything like a specific for the disease 


In such a case it is our duty to assess the like- 


lihood of spontaneous recovery from the in- 


fection. Then by the use of such methods as 
empiricism and our limited knowledge of the 
essential characters of the disease may com- 
mend, to counteract or palliate its effects. Of- 
ten we find that palliation is truly curative 
since it affords opportunity for Nature to as- 
sert herself and re-establish the normal state. 

There is probably no disease with a wider 
range of symptomatology. The cardinai fea- 
tures, exopthalmus, tachycardia, tremor and 
goitre, have been so emphasized that their ab- 
sence is given a negative value that is not 
deserved. As long ago as 1860, Trousseau 
insisted upon this point and adduced cases 
in point, calling them “formes frustes,” a term 
which is still occasionally encountered. He 


- pointed out, and the observation has been veri- . 


fied many times since then, that any one or 
more of the cardinal symptoms may be miss- 
ing. 
In addition to these masked or incomplete 
forms there are rudimentary forms in which 
the thyroid derangement is but slight and per- 
haps temporary. Exopthalmos is often lack- 
ing. It is easy to overlook a moderate en- 
largement of the thyroid. Indeed I have at 
times had difficulty in satisfying myself in re- 
gard to this when the operation subsequently 
showed the gland to be twice its normal size, 
or even larger. The tachycardia, tremor and 
other nervous symptoms in such cases are 
thus easily consigned to one of the neurologi- 
cal scrap baskets, such as neurasthenia or 
hysteria. Many of these patients undergo the 
spontaneous cure and doubtless others wouid 


* Read before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 
14-16, 1909. 
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be cured or prevented from developing the fuli 
distressing syndrome if early and appropriate 
palliative treatment should be adopted. Such 
cases are the exclusive property of the intern- 
ist. Upon them he may direct his full arma- 
mentarium of rest, balneotheraphy, dietiag, 
X-ray and electrotheraphy, serum treatment, 
milk from thyroidectomized animals, thymus 
tablets, sodium phosphate, and symptomatic 
medication, In any event nine tenths of the 
benefit derived will be due to rest; physica! 
and mental quiet. 

So many remedies have been proposed that 
it is too arduous even to mention them. I have 
been impressed, however, with the fact that in 
many cases where the patients could be taken 
into a hospital, controlled and kept at rest dur- 
ing the trial of any method of treatment, it 
was noted that nervousness abated and usuaily 
some gain in weight followed. These fav- 
orable features were often heralded as the re- 
sult of the unimportant factor in treatment, 
while rest was deprived of its due tribute. 

In a percentage of cases there will be a re- 
turn to normal or to a state of comfort under 
measures purely medical. Every patient, 
therefore, is entitled to a trial of medical 
treatment. From one-third to one-fourth of 
all patients will be so relieved as to obviate 
any surgical measures. 

What of the remaining two-thirds under 
medical or expectant treatment? A few, prob- 
ably three or four per cent, will speedily perish 
of toxemia. A large number will live for a 
number of years before the toxic degenera- 
tions of the organs become incompatible with 
life. The largest number will be carried along 
in a miserable condition of body and mind to 
become the prey of intercurrent infections, or, 
if after a number of years partial recovery 
should take place, it is only to-find that the 
physical powers are depleted and the individ- 
ual’s life ruined. 


Hyperthyroidism may be succeeded by hy- 
pothyroidism and myxoedema arise to close 
the unhappy picture. It is seldom that there is 
a return to normal health after a protracted 


period of severe thyrotoxicosis. I have seen 
cases of socalled medical cure in which the 
last state of the patient was at least as bad 
as the first. Lethargy, hopelessness, and a 
profound change in disposition almost made 
me question the use of such a cure. The mor- 
tality of the medical treatment of exopthalmic 


goitre is not small, but the question is not all ——~ 


one of mortality. The pursuit of health is as 
much a primary right as is that of existence. 
Men risk their lives daily in the pursuit of 
pleasure, sport or livelihood. How much more 
will a man risk for his health and the joy of 
living. Moreover, it can no longer be contra- 
dicted that in the group of cases which sur- 
gery claims, the mortality is less than under 
purely medical treatment. The operative mor- 
tality has steadily diminished until today it is 
under five per cent, in competent hands, while 
the great master of this procedure, Kocher, 
can point to a mortality of 1.5 per cent in his 
last 153 cases, The results of surgical treat- 
ment are swift, brilliant in 80 per cent of the 
cases, satisfactory in 90 per cent and unsat- 
isfactory in only about 10 per cent. The re- 
sults of medical treatment are slow, seldom 
completely satisfactory, more often disappoiut- 
ing and show a large mortality, partially con- 
cealed by its being spread out over a period of 
years and often brought about indirectly by 
intercurrent disease to which the weakened 
state of the patient lays him liable. 

This is the outlook under the general meth-* 
ods of medical treatment. The special meth- 
ods of non-operative treatment for which 
more was claimed seem to afford no better 
prognosis. 

It is now evident that the X-ray has no 
specific action in controlling the disease. 

The serum question is not so well settied. 
Certainly it has failed to sustain the high 
hopes it aroused in the beginning. Until it 
has more signally demonstrated its rights to 
consideration it can not be a ligitimate ex- 
cuse for not employing any method which has 
been demonstrated to be of value. 


It appears to be far more rational to remove 


e 
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a superfluous portion of the gland than to at- 
tempt to allay an activity of whose causes, 
conditions, and regulating influences we are 
ignorant. Surgical intervention is indicated 
when. it becomes evident tHat cure is not re- 
sulting after Nature is given a reasonabie 
opportunity to restore the balance and assist- 
ed in her attempts by palliative methods shown 
to be of value. Occasionally this is apparent 
in a very few weeks. Sometimes in cases 
with remissions and relapses it may take some 
months, but it is never necessary to wait uati! 
the heart is greatly weakened and dilated, the 
nervous system shattered, and emaciation 
marked, before coming to such a conclusion. 
A determined effort must be made to secure 
from the internist, as soon as possible, every 
case which is not yielding to non-operative 
treatment. Such a desirable state of affairs 
would largely do away with the necessity of 
selection of cases. As it is we find a few 
patients who, while they would undoubtedly be 
benefitted by the loss of a large part of the 
gland, would undoubtedly render up their 
lives in the attempt. 


The selecting of the cases appropriate for 
operative treatment and the choice of the best 
moment for operation are questions of the 
first importance. Generally speaking, the more 
severe and the longer the duration of the toxic 
symptoms, the greater the risk. 

The heart is the chief index of the opera- 
tility. Dilatation with high pulse rate during 
recumbency, especially if associated with ar- 
rhythmia, are unfavorable and indicate post- 
ponement with all the aids of hygiene and 
palliative treatment, until subsidence or slight 
remission gives a more favorable moment. for 
attack. A light, nourishing semi-liquid diet, 
daily sponge baths, fresh air, and prohibition 
of muscular exertion are essential. X-rays and 
sera have not seemed to me to have any spe- 
cific effect. Drugs are often of use for symp- 
toms. The bromides and opium are of service 
in restlessness, excitement and tachycardia. 
With a weakened, dilated heart, especially if 
there be arrhythmia, digitalis is of service. If 


there be much capillary dilatation, as often 
is the case, the use of nitroglycerine is un- 
necessary. If the countenance be pale, how- 
ever, and the heart laboring, I do give nitro- 
glycerine, and have seen some remarkably 
brilliant results from this combination. Aa 
ice bag over the precardium also is useful. 
For excessive sweating belladonna or atropine 
may be used, but I hesitate to employ it be- 
cause of its well known physiological action 
i paralyzing the cardiac inhibitory fibres of 
the vagus. Under such treatment usually we 
may count upon a certain degree of improve- 
ment but im some cases nothing seems to be 
able to allay the tachycardia. We must then 
be content to abandon operation altogether or 
to do simply a ligation of one or both superior 
thyroid arteries. Reduction of the blood sup- 
ply may cause marked improvement and give 
opportunity later for excision of gland sub- 
stance. Sympathectomy has proved a failure. 
I have done a number of sympathectomizs and 
in the majority of cases the disease was but 
little influenced. In one case, my patient, af- 
ter making a good operative recovery, sud- 
denly fell dead.as she was walking about the 
ward. I can not but feel that the removal ot 


‘the important cervical sympathetic may have » 


caused this fatality, and in any case I believe 


‘this operation to be totally valueless. 


If an enlarged thymus can be demonstrated 
or reasonably suspected it is wiser not to op- 
erate. Capelle remarks that “a large Basedow 
thymus is, so to speak, pathognomonic of a 
weak Basedow heart, incapable of standing 
the stress of an operation.” He points out 
that in 66 autopsy reports an unusual s‘ze of 
the thymus is recorded in 79 per cent, and 
reports 4 cases in which sudden death aiter 
operation was associated with large thymus. 
In view of the dangers of lymphatism 
in other conditions, it seems quite prob- 
able that we have here a_ contraindi- 
cation of importance. The possibility of 
thymic death must be considered and exclud- 
ed as far as possible by investigation of the 
thymus before operation is decided upon. En- 
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largement may be demonstrated by percussion 
over the manubrium sterni, occasionally by 
palpation during inspiration, by Roentgenos- 
copy and by signs of status lymphaticus else- 
where, such an enlarged, pale red tonsils, en- 
larged spleen, or follicular hyperplasia of the 
lymphoid tissue anywhere in the body. 


The blood picture also, as Kocher has point- 
ed out, is important in respect to prognosis. 
There is a moderate leucopenia due to deti- 
ciency of the polymorphonuclear neutrophiles. 
At the same time the monuclear cells are 
relatively or at times absolutely increased. 
In general the lymphocytic increase is propor; 
tional to the severity of the disease, but is 
sometimes absent in severe cases. In these 
the prognosis is serious. This is comparable 
to what we know of the polymorphonuclear 
leucocytosis in acute infections. 

Riedel, having had six operative deaths 
from bronchopneumonia, lays particular stress 
on the condition of the bronchi. The choice 
and administration of an anesthetic, always 
of importance, is especially so here. In spite 
of the authority of Kocher and some oiher 
surgeons, I can see no advantage in local an- 
esthesia. These patients are particular liable 
to be restless and clamorous. Fear and emo- 
tional storms are important factors in the out- 
come, as emphasized by Crile, and under lo- 
cal anesthesia both are at their height. The 
surgeon is hampered, the duration of the op- 
eration is increased, and the danger of infec- 
tion of the wound is greater. I have not 
found ether, carefully given, to be more harm- 
ful than the stress of an operation under the 
local anesthesia. I do not think chloroform 
is advisable. The care of the anesthetist has 
much to do with the successful outcome. The 
patient should be kept just beyond the point 
of struggle or nausea, but never deeply an- 
esthetized. The open gause method of ad- 
ministration I believe to be the best, and in 
these cases I vary my usual rule of no morphia 
and give one-sixth. grain of morphia and one- 
hundredth grain of atropine as a preliminary 
to the anesthesia. The morphia has a bene- 


ficial sedative action and the atropine dimin- 
ishes secretions of the mouth and bronchi. I 
have had no experience with the spina! anes- 
thesia in operations upon the neck. If it can, 
be given safely in this location it will be in-— 
deed a boon. My experience with spinal an- 
esthesia in the lower region of the cord, while 
I have had no fatalities, has not been such as 
to give me sufficient courage to employ it in 
the cervical region. 

' In the usual type of diffuse hyperplastic en- 
largement of the thyroid most frequently as- 
sociated with this condition I confine my op- 
erative intervention practically to two proced- 
ures. I have already spoken of ligation of 
the superior thyroid arteries. This I do in 
the extremely severe cases and at times in 
the extremely mild ones, in the former cases 
thinking to diminish the severity sufficiently 
to permit more radical operation, in the very 
mild cases with the idea that perhaps the 
more serious operation may be avoided. 


When reduction in the thyroid tissue ‘= the 
object, I practically always remove the larger 
of the two lobes, which is most commonly the 
right. The usual collar incision is made and 
the flap reflected upwards. Splitting the rib-. 
bon muscles vertically almost always gives 
enough space without their division. In enu- 
cleating the thyroid the successive fascial 
coverings should be divided until one is be- 
neath the true capsule. The superior poie is 
first freed and the artery ligated immediately 
after it penetrates the substance of the gland. 
Then working from above downwards, still 
leaving the capsule undisturbed posteriorly, 
after ligating the inferior thyroid artery, the 
lobe is freed, except for a small portion of the 
gland which lies above the sulcus between the 
trachea and oesophagus. This is tied off just 
as one would treat a pedicle, and the remain- 
der of the lobe cut away. By this method the 
recurrent laryngeal is never seen and runs no 
risk of injury unless crushing forceps are too 
recklessly used. The cut surface is touched 
with pure carbolic acid and alcohol for their 
coagulating action, to guard against too rapid 
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absorption of toxic material from the stump. 

Injury to the parathyroids is averted by 
keeping within the capsule and by ligating the 
thyroid arteries just within the substance of 
the gland. While it may be true, as some ob- 
servers have reported, that the parathyroids 
may lie within the capsule, it is generally 


- agreed that this is exceptional. Charles Mayo 


has called attention to the fact that they mav 
lie within a split in the capsule hence the 
necessity of leaving the entire posterior cap 
sule. 

Their blood supply comes from small ter- 
minal arteries derived from the inferior thy- 
roid artery or from an anastomotic branch 
between the superior and inferior thyroid ar- 
teries. Halstead has shown that in certaiu 
instances the origin of these arteries is so 
close to the thyroid gland that a ligature out- 
side will certainly include the parathyroid 
branch. Since ligation of the nutrient artery 
entails death of the gland I avoid this in the 
manner stated, by tieing the thyroid artery 
within the first bits of thyroid tissue penetrat- 
ed after the artery has pierced the capsule. 
This is substantially the same method as I em- 
ployed before the importance of the parathy- 
roids became known. I never had a case of 
tetany then, nor have I since. I have nevet 
made an attempt to transplant a parathyroid, 
though I think it quite proper and advisable 
to do so where one is found to have been re- 
moved with the goitre. 

To close the operation it is necessary sim- 
ply to place a few sutures to draw together 
the split muscles. Occasionally it will seem 
well to partially obliterate the bed of the ex- 
cised lobe with a few stitches. A rubber tube 
is laid down to the stump of the thyroid tis- 
sue and brought out through a puncture in the 
flap, which is completely closed. Free drain- 


age to the stump of the gland is important. 
In all these steps iodized catgut is the only 
ligature material used and I have seen no con- 
traindications to its use, while the advantage: 
of absorbable material are too well known 
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to be commented upon. The wound is closed 
with linen thread. 

In the less frequent cases of hyperthyroid- 
ism due to adenomatous growth or to hyper- 
plastic changes in persisting simple goitre, it 
is necessary to vary the procedure. Encapsu- 
lated adenomas are usually best removed by 
intraglandular enucleation. 

In large diffuse goitrous enlargements it 
may be necessary to excise a part of each lobe. 
If possible, the most normal appearing por 
tion of the gland is selected for preservation 
and an amount left which is about equal to the 
volume of the normal gland. 

In working both lobes it is necessary to 
observe especial care to avoid removing o1 
destroying the blood of the parathyroids. Af- 
ter treatment also must be symtomatic as is 
the preliminary treatment. Saline by rectuin 
is a valuable aid and bromides may be admin- 
istered in it. Morphia, digitalis, sometimes 
nitroglycerine and always efficient nursing are 
needed to tide the patient over the first twenty- 
four or forty-eight hours during which the 
danger is of death from acute hyperthyroid- 
ism. Those who pass safely through this 
period usually make an uninterrupted recov- 
ery. 

Now as to results, I have already stated 
that approximately 90 per cent will prove sat- 
isfactory. 

Where the desired effect is not obtained it 
is often due to the inroads made by the disease 
upon the general health. As. Charles Mayo 
aptly remarks, “such cases should be com- 
pared to the removal of a bullet with the ex- 
pectation of obtaining relief from all injury 
caused by its passage.” The majority of these 
patients, however, are among the most grate- 
ful which the surgeon has, which speaks vol- 
umes for the benefit derived. 

In conclusion I would summarize the fac- 
tors which are most important for successful 
surgery upon exopthalmic goitre as follows: 

Selection of the cases and choice of time for 
operation, 
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Careful anesthesia, my personal preference 
being for ether in the absence of definite con- 
traindications. 

Avoidance of mental excitement. 

Suiting the operation to the case, i. e. not to 
do an excision upon a patient who can only 
endure a ligation. 


Quick, skillful operation. 


The avoidance of injury to the recurrent 
laryngeal nerve and to the parathyroid glands 


by preservation of the posterior capsule and of 
the parathyroid arteries. 
Adequate drainage of the wound. 


oF PoTassIuM. 

G. Dock, New Orleans (Journal A. M. A., 
November 13), reports his opinion as to this 
drug, which, he says, is a striking example of 
the uncertainty, unrest and dissatisfaction 
characterizing the therapeutics of the day. He 
says we have here a good example of the value 
of empiricism as a guide to wider knowledge 
as well as a refuge and comfort in time of 
need. First he speaks of the necessity of 
knowing how much the remedy to give, and 
says some of the ideas entertained by some 
members of the profession at present are an 
example of imperfect education as regards 
dosage. Any one who thinks that more than 
five or ten grains at a dose is dangerous in 
syphilis is hardly fit to judge of the qualities 
of the medicine. As regards the presribing 
of the remedy, imperfect ideas are also enter- 
tained, some thinking that it can be given in 
one way, and some in another. There are 
other vehicles that can be conveniently used 
than the compound syrup of sarsaparilla. 
Dock has found giving the drug in a solution 
of a grain to a drop of water and using milk 
as a vehicle most satisfactory to him when 
used to produce a marked effect. A bad taste 
does not necessarily discourage patients from 
taking a remedy, and he speaks of the freedom 
of the method from gastric irritation as one of 
its advantages. Iodism is most frequently seen 
in patients who have been taking small doses 
such as one or two grains at a time, and in the 


form of inflammatory lesions of the skin and 
mucous membrane. Lack of cleanliness is re- 
sponsible largely for the skin infections and lo- 
cal infections may be supposed to play an im- 
portant part in the mucosa lesions. The iodin 
“drunk” and iodin mumps he has never ob- 
served. Edema of the glottis should be borne 
in mind, but it is probable that in the reported 
cases there were other more important factors 
than the iodid. In rare cases iodid causes 
symptoms due to idiosyncrasy, and it is pos- 
sible that some of the cases due to iodin coryza 
and iodin headache belong to this class. The 
more general symptoms credited to iodism, 
with nervousness, emaciation, tachycardia, etc., 
are not really due to iodids, but to tyroid in- 
toxication. He has used the potassium salt 
almost exclusively, as he finds it better for the 
constitutional effects, but he would like to 
see sodium iodid tried further. He has been 
convinced that it has no decided advantage as 
far as taste and effects on the stomach are 
concerned. Of the special preparation on the 
market he does not speak with any confidence, 
nor does he recommend the various combina- 
tions as being of advantage. He concludes 
by saying: “Potassium iodid can be taken 
easily and safely and in adequate quantities 
by most patients who need it. Other prepa- 
rations of iodin may prove to be better, but 
need to be tested, and recommendations based 
on the inferiority of potassium iodid should 
be looked on with suspicion.” 


~ 
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ON ADHESION OF SIGMOID TO TUBE AND BROAD LIGAMENT AS A 
CAUSE OF PAIN IN SALPINGITIS* 
By HUBERT A. ROYSTER, A.B., M.D. 


Professor of Gynecology in the University of North Carolina; Gynecologist to Rex Hospital; Surgeon- 
in-Chief, St. Agnes Hospital. 


Raleigh, N. C. 


Pain in pelvic disease bears no relation to 
the size of the lesion. Conditions accompanied 
with most intense suffering often present no 
changes that are palpable, while the largest 
masses may give rise to little or no annoyance. 
For this reason in seeking for a cause of pel- 
vic pain, it is important to keep in mind com- 
plicating conditions, entirely apart from the 
reproductive organs, and to study these either 
as separate affections or as allied to pathclogy 
in the pelvis. We have got bravely over the 
“ovarian neuralgia” obsession and we are 
rapidly learning that the ovary is not tke only 
origin of pain in the inferior somatic segment 
of the female. Few affections of the ovaries 
can be differentiated from their associated 
diseases. 

The Fallopian tube is the most frequent 
seat of inflammatory disease in the pelvis. It 
is the narrowest portion of the channei from 
the vulva to the ovary and is the least resist- 
ant to infection. Pain, then, is more concerned 
with salpingitis than with ovaritis, whether 
attended by a gross lesion or not. 

Too many times the ovary has been re- 
garded as the offending organ and needlessly 
removed. In some instances a diseased tube 
has been blamed as the sole cause of pain while 
other factors produced by the salpingitis, or 
arising independently of it, may be overlooked. 

Somewhat less than three years ago, I made 
a clinical observation that bears upon this 
question. Mrs. S , thirty years of age, 
married seven years, had given birth to one 
child about a year before. Previous to that 
she had had an abortion performed on ac- 


count of pernicious vomiting. Several weeks 
before I first saw her, the same procedure had 
again been gone through with for the same 
reason. For two or three years she had suf- 
fered from typical tubal dysmenorrhea (pain 
beginning a week before the flow and continu- 
ing throughout the period); intermenstrual 
pain was constant and referred chiefly to the 
left iliac region; there had been several slight 
attacks of “pelvic peritonitis ;” defecation was 
particularly distressful. Almost every day 
the patient was taking morphin or heroin. 
Examination revealed extreme tenderness in 
either side of the pelvis, especially in the left. 
A diagnosis of chronic salpingitis was made. 
At operation (March 28, 1907,) both tubes, 
tortuous and thickened, were removed. The 
removal was considered justified in view of 


the history. The ovaries were what are cailed 


“cystic; I removed the left and excised 
two-thirds of the right one. In bringing up 
the left tube for inspection, I found that the 
sigmoid flexure was adherent to its fimbriated 
end and also to the upper surface of the broad 
ligament. These adhesions were carefully di- 
vided, and the raw areas were closed by fine 
catgut sutures. The patient immediately im- 
proved, but not until six months had passed 
was she really relieved. She is now entirely 
well, menstruating regularly without pain. 

I have records of eight similar cases, 12 
which the sigmoid adhesion was apparently 
the sole source of left-sided pelvic pain. I 
am convinced that the condition is one to be 
reckoned with. Its association with salping- 
itis or other disease in the pelvis cannot, as 


* Read before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 


14-16, 1909. 
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a rule, be determined beforehand, but it may 
be suspected in the absence of other lesions 
to account for the suffering and, more es- 
pecially, in the presence of painful defecation. 
This has been a constant.symptom in the in- 
stances which I have observed. 

When discovered the adhesion must be dealt 
with as seems proper in the given case. After 
snipping the bands which fix the sigmoid to 
the broad ligament, there are left two tri- 
angular raw surfaces, one on the bowel and 
the other on the ligament, with their bases 
together; these form a diamond-shaped area. 
The peritoneal edges are then closed over this 
space by continuous catgut, applied from be- 
low upward. The sigmoid is thus allowed to 
drop lower down into the pelvis away from the 
tube and ligament—a manoeuver which, in 
my opinion, must be executed to secure per- 
manent relief. Covering all denuded places 
is not less important. In one patient, who had 
also a chronic cystitis (cured by a vaginal cys- 
totomy), I failed to close the raw area as weli 
as I should have done, and she is still now 
and then having pain on defecation, undoubt 
edly because of the reforming of adhesions. 
This is the only case of the nine, that so far 
as I know, has not been relieved. 

A very interesting case in the series was 
that of a young lady who had been first curet- 
ted, and who then had a large cystic left ovary 
removed through the vagina for dysmenor- 
rhea with only fitful mitigation of her suffer- 
ing. Six months after the last operation I 
opened her abdomen and found an old dense 
adhesion of sigmoid to left broad ligament and 
2 more recent fixation of the tube. Removai of 


this structure and releasing the sigmoid has 
cured the patient of pain. We are thus af- 
forded another striking bit of evidence, if any 
were needed, of the superiority of the abdomi- 


-nal over the vaginal method of operating. 


Now I feel very sure that the condition 
which I have endeavored to describe here is 
independent of the observations of Mr. Ar- 


buthnot Lane and also of the work of Dr. 


Clark. The former has referred in his paper 
on “Chronic Intestinal Stasis” (Annals of 
Surgery, July 1909) to “pain in the sigmoid 
segment” due to “irregular anchoring by ad- 
hesions” and also to “pain in the fixed left 
ovary.” 

In his view any pelvic lesions may be scc- 
ondary to the intestinal stasis; and he recom- 
mends excision of the large bowel. Clark has 
studied left-sided pain in women and attri- 
butes much of it to the “Redundant Sigmoid” 
(Pennsylvania Medical Journal, April 1909), 
which is analagous to Hirschsprung’s disease, 
but which Clark thinks is due to an unequal 
growth of the large intestine after birth. He 
advises resection of the sigmoid or suturing 
it to the parietal peritoneum (sigmoidopexy). 

With neither of these views does my ob- 
servation either coincide or conflict. The three 
conditions are clearly distinct. The point 
I wish to emphasize in the clinical picture, as 
I have seen it, is this: the sigmoid adhesion 
referred to may or may not be a result of pel- 
vic disease; but the pain is produced by the 
adhesion and is not directly due to the pelvic 
pathology. It is worthy of further cominent 
that this condition is best managed by drop- 
ping the sigmoid and not by hanging it up. 
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*MYOSITIS OSSIFICANS TRAUMATICA 
By J. M. T. FINNEY, M.D. 
Associate Professor of Surgery, Johns Hopkins University. 


Baltimore, Md. 


The pathological condition which forms the 
basis of this paper is one the existence of 
which has been recognized for a long time, 
but only within a comparatively few years has 
it attracted any general attention. Recently it 
has been the subject of several exhaustive 
articles, the best of which are those by Strauss, 
Berndt, Cahier, DeWitt, Binney and Blood- 
good’s Reviews in Progressive Medicine. Any 
one wishing a complete literature on the sub- 
ject can find it by consulting these authors. 
Including those here reported, over 150 cases 
in all have so far been recorded. This disease 
is interesting not alone from a clinical stand- 
point, but from a pathological as well. There 
is always the danger of mistaking it for a more 
serious affection, namely, sarcoma. Ampu- 
tation of the thigh has been performed under 


the mistaken idea that this condition was a ° 


sub-periosteal sarcoma (Whitelock). Three 
of our cases came to us with a provisional 
diagnosis of sarcoma of the femur. Patho- 
logically, there has been and still exists a con- 
siderable difference of opinion as to the man- 
ner in which these bony deposits take place. 
and the source from which they come. It is 
for the purpose of directing your attention to 
these points, as well as reporting a group of 
interesting cases that this communication is 
submitted. 

A number of distinct conditions have been 
grouped under the general head of “Myositis 
Ossificans.” These all represent different 
pathological processes, and can be divided 
into four main classes: 

1. “Myositis Ossificans Progressiva,” where 
one muscle after another becomes ossified. 


Practically the whole body, more especiailv the 
posterior muscles of the trunk, may become 
transformed into bone. A marked example 
is the “ossified man” of circus fame. 

2. “Myositis Ossificana Traumatica,” where 
the bony deposit follows usually as a direct 
result of a single severe trauma, and is often 
quite sharply circumscribed. 

3. An ossification occurring in some one 
particular muscle due to repeated slight trau- 
mas, the result of some special occupation. For 
instance the so-called “riders,” or “drilling” 
bone. 

4. The ossification occurring only in ten- 
dons. For instance, the Tendo Achillis, a 
marked example of which was reported by 
the writer in 1903. (Binnie.) 

It is our purpose to limit ourselves to a 
consideration of the traumatic form alone 
(group 2), as all the cases here reported save 
one (Halsted’s) represent that variety. 

ETIOLOGY. 

The factor most concerned in the produc- 
tion of this trouble is unquestionably a single 
severe trauma, for instance, a kick by a horse. 
Nearly one-half of all the cases are observed in 
‘the front of the thigh, inovlving the quadri- 
ceps extensor muscle. This and the flexor 
muscles of the arm seem to be the most com- 
mon sites. Strauss has collected 127 genuine 
cases due to a single trauma. Of these, 43 
occurred in the quadriceps femoris, 13 in the 
adductors of the thigh, 64 in the flexors of 
the upper arm, and the remainder scattered 
throughout various muscles in different parts 


-of the body. It has been observed with rela- 


tive frequency in association with dislocation 


*Read before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 
14-16, 1909. 
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of the elbow. There sems to be no satisfac- 
tory explanuation of the choice of site or 
method of. production. It has been suggested 
that it may be due to the force of the blow 
being exerted always in a tangential direction, 
due to the thick muscles overlying the bone. 
It is also a fact worthy of some note that 
this condition is almost invariably met with 
in the large muscles, and in those whose fibers 
take origin directly from some rough bony 
ridge, or which are directly attached to the 
periosteum without the intervention of much 
tcndinous material (Whitelock). 


It has also been observed that while the 
trauma giving rise to the condition is usually 
of some severity, still it is rarely seen in con- 
nection with very severe injuries to bone, e. g., 
fractures or crushes. Instances have been 
reported of this affection developing without 
trauma or associated with very slight injury. 
It is a question, however, whether or not they 
ought properly to be included in the category, 
although pathologically as well as clinically 
they cannot be distinguished. 


Males are almost invariably the subject of 
this affection. Only two cases have been so 
far reported in women. This is in all proba- 
bility due to difference of occupation and to 
more robust muscular development. It is 
found much more commonly in young adults. 
The youngest case reported was a boy of 12 
years and the oldest a man of 57 years. In 
Strauss’ collection, of the 43 cases occurring 
in the quadriceps femoris, 20 were due to the 
kick of a horse. In my series, two were due 
to this cause and the remainder to injuries 
sustained while playing football. Nichols and 
Richardson, in an interesting study of the in- 
juries sustained by the Harvard football squad, 
throw some light upon the etiology of this 
trouble and its close association with this par- 
ticular spot. They observed the same or a 
similar condition in two cases following 
“poop,” the term used in football parlance to 
designate a rupture of some of the fibers of the 
extensor muscles of the thigh. It may occur 
as the result of a direct or an indirect injury. 


It usually follows a traumatism received while 
the muscle is in a state of tense contraction. 

The symptomatology is, as a rule, quite 
characteristic. Following a severe trauma 
there may be noticed the usual clinical phe- 
nomena, namely, localized swelling, tender- 
ness, ecchymosis and disturbance of function. 
These symptoms, however, are not usually 
present to an exaggerated degree. The patient 
is not often laid up immediately, but may con- 
tinue his usual occupation for some days fol- 
lowing. Soon, however, pain on motion, and 
more or less serious disturbance of function, 
make their appearance, so much so that the 
patient is forced to seek medical advice. The 
objective symptoms are at this time those of 
an ordinary sub-cutaneous contusion, and frac- 
tures and exfoliations of bone can in most 
cases be excluded. The swelling which at 
first is of only moderate consistency, with the 
occasional observance of localized fluctuation, 
gradually becomes harder and harder, as the 
disability increases. Both active and passive 
motion of the neighboring joints become lim- 
ited, but rarely, if ever, entirely arrested. Per- 
haps the most characteristic symptom at this 
stage is the pain produced by forced flexion 
and extension. The tumor itself is somewhat 
irregular in outline, but on the whole rather 
fusiform in, shape. It may apparently be 
movable, but is usually firmly adherent to the 
underlying bone. Tenderness as a rule is not 
pronounced. Any sudden strain or jar, such 
as stumping the toe, produces great pain. At 
first the swelling increases slowly up to a 
certain point, after which it remains station- 
ary or subsides. 

Subjectively, a rather characteristic dull, 
aching pain is described by most patients, 
which is rather sharply referred to the region 
of the injury, but it may involve the whole 
extremity. 


DIAGNOSIS. 
The diagnosis is ordinarily easy if a careful 


account is taken of the history and clinical 
findings. The location of the trouble, on the 


anterior aspect of the thigh or flexor of the 


= 
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arm, or following dislocation of the elbow, the 
history of a single severe trauma subsequent- 
ly, the rather slow onset, absence of any very 
definite local signs at first, with the gradual 
appearance of the painful swelling’in the re- 
gion of the trauma coincident with increasing 
limitation of motion, absence of diagnostic 
signs of other diseases, no elevation of tem- 
perature, together with a very constant and 
characteristic X-ray pictur®, point so strongly 
to this particular affection that a diagnosis of 
myositis ossificans traumatica can readily be 
made. It might be well to add that in inter- 
preting the X-ray pictures due attention must 
be paid to the time, in the course of the dis- 
ease, when the photograph was taken, as pic- 
tures vary according to whether they were 
taken early or late. Those taken early in the 
disease may show little or no evidence of the 
presence of bone formation, while those iaken 
late show unmistakable evidence of its pres- 
ence. 
DIFFERENTIAL DIAGNOSIS. 

This condition is to be differentiated from 
ordinary contusion, interstitial haematoma, 
myositis, periostitis, osteomyelitis, exostosis, 
gout, ues and sarcoma. The skiagraph is 
essential to its proper differentiation from in- 
terstitial haematoma and myositis, which are 
both rather rare conditions and need be little 
considered. The characteristic might pain of 
periostitis and osteomyelitis, together with 
the elevation of temperature and pulse, local- 
ized heat and tenderness and the skiagraphic 
differences between the two conditions, ena- 
bles one to distinguish between them with 
little difficulty. The history and the X-ray 
picture determine at once the presence or ab- 
sence of exostosis, osteoma, enchondroma, etc. 
Constitutional conditions, such as lues, can 
usually be excluded by the history and specia' 
tests. (Therapeutic, Wasserman, etc.) The 
only really serious difficulty that will be en- 
countered will be in the differentiation of this 
condition from sarcoma. The age cf the 


patient, the character of the injury, the mode 
of development, and in some cases even the 


X-ray picture, may correspond to those seen 
in sarcoma. If, however, the history be care- 
fully considered, it will be observed that sar- 
comata are more often found near the epiphy- 
seal lines while this condition is more frequent- 
ly seen on the diaphysis. The growth of sar- 
coma is steady and progressive, while in this 
affection it is rather spasmodic and not con- 
tinuous. Later the tumor becomes smaller, 
which is never the case in sarcoma. 

The bony structures in the X-ray plates 
shows out more distinctly, is more normal in 
appearance, and is more sharply defined than 
in the case of sarcoma, which is more cellular 
and less distinct. 

Senn reports a case of gouty deposit under 
the deltoid muscle .operated upon by him 
under the mistaken impression that it was 
Myositis Ossificans. 

PROGNOSIS. 

The ultimate prognosis is good. So far as 
the individual operation is concerned, it de- 
pends largely upon the stage in which it is 
performed. There is always the tendency to 
recur in those cases operated upon early dur- 
ing the period of activity of the osteoid tissue. 
Later cases do not tend to recur, that is, those 
in which growth of bone has ceased. 

PATHOLOGY. 

The pathlogy of this interesting condition 
has given rise to a great deal of discussion 
and is as yet not definitely determined. In the 
main, those who have studied the condition 
are divided into two groups: (1) those who 
believe the trouble to be of periosteal origin 
and (2) those who would explain it as a trans- 
formation of fibrous tissue into bone. The 
haematic theory and that of aberrant sesamoid 
bones mentioned by Cahier are too fanciful 
to deserve serious consideration. The idea 
which was accepted by most of the earlier ob- 
servers was that of transplanted periosteum 
According to this theory, myosteomata are 
produced by the tearing off of fragments of 
periosteum or bone covered with periosteum, 
and the subsequent displacement of these frag- 
ments into the surrounding muscles, by their. 
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contraction and retraction. These portions of 
misplaced bone and periosteum later prolife- 
rate and give rise to new bone formation. This 
theory has more adherents perhaps than any 
other even at the present time, particularly 
among the French and German schools. It 
is also capable of experimental proof. Ollier, 


Berthier, Sultan and others have transplanted — 


portions of periostum with or without bone 
from the tibiae of rabbits into muscular tis- 
sue. Subsequently there developed from these 
foci bony tumors of considerable size. Clini- 
cal evidence also is not wanting to support 
this contention. It is not rare to bserve as a 
result of ordinary fractures the development of 
bony tumors from layers of periosteum which 
have been detached by the injury and trans- 
planted into the surrounding tissues. Virchow 
early called attention to this condition. A very 
interesting case of a development of bony 
tumor at the site of a fracture of the humerus 
has been observed in the Johns Hopkins Hos- 
pital, a photograph of which I here present. 
Not a few cases have been recorded of bony 
tumors following injuries to bone, where por- 
‘tions of periosteum have been detached by 
cutting instruments or other trauma, with the 
subsequent development of bony tumors there- 
from. 


In studying our own cases, there seem to 
be perhaps two distinct conditions. In the 
first place, it will be observed that the perios- 
teum was stripped from the bone in a manner 
similar to that occasionally observed in the 
new born, the condition known as cephalhae- 
matoma. Beneath the periosteum thus elevated 
there was to be found a distinct new formation 
of spongy bone tissue. In addition to this, 
there was noted several times a new formation 
of bone in the substance of the quadratus mus- 
cle. This bony tissue frequently assumes a 
finger-like shape, one end of which appeared 
to start from the periosteum and was directly 
attached thereto. The other end projected out 
into the substance of the muscle and was sur- 
rounded by an area of fibrous myositis shad- 
ing off into normal muscle fiber. The picture 


presented by our cases would bear out strong- 
ly the theory of periosteal origin of these 
structures. 

More recently the theory of those who hold 
that the transformation in siti of muscular 
fibers into osseous tissue under the influence 
of an inflammation of special nature, has gain- 
ed ground. Under this theory there must be 
an interstitial inflammation which brings about 
a disappearance of the original muscular ele- 
ments, and its replacement by new bone, and a 
transformation first of muscle into fibrous tis- 
sue, and second into bone. In support of this 
theory, attention is called to the production of 
bone under the influence of a chronic irrita- 
tion in various regions, in the walls of ab- 


Bony tumor developed at site of fracture of 
humerus. 


scesses (Guepin), tuberculous foci (DeWitt) 


about foreign bodies that have been in the 
tissues for some time (Schwartz), atheroma- 
tous patches in the walls of arteries (Bunt- 
ing), about the scar of an old incision (Rix- 
ford), etc. There is evidence, therefore, in 
the support of the contention, that almost any 
irritation or inflammation of connective tissue 
is capable of ending in bone formation. This 
theory is gradually gaining ground and is 
supported by most of the recent observers. In 
some of the older cases a distinct capsule is to 
be made out. In the early cases this cannot 


be demonstrated. 
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From a study of our own cases, it seems 
not impossible to conceive of both these in- 
fluences at work at the same time. The spongy 
bone found beneath the periosteum is certain- 
ly of periosteal origin, just as seen in cephal- 
haematoma where there is no rent in the peri- 
cranium, and where new spongy bone similar 


to that observed in my cases is invariably. 


found. The finger-like formation of bone pro- 
jecting out into the muscle, and surrounded 
by an area of fibrous myositosis can readily 
be explained either on the ground of peristeal 
origin from a misplaced shred or of direct 
formation from fibrous tissue. 

It is interesting to note that in a number of 
cases the presence of marrow cells with the 
actual formation of bone marrow has been 
observed in the new bone. It was present in 
one of our cases. In Dr. Halsted’s and Dr. 
Fisher’s cases there was present a central cyst 
containing clear serum. These cysts are of 
relatively frequent occurrence and are sup- 
posed to be due to non-absorption of the con- 
tents of a haematoma, or its failure to or- 
ganize, due to insufficient blood supply, as a 
result of the early transformation into bone 
of the surrounding tissues with the resulting 
formation of a bony cyst wall. 

Cartilage is also found in a considerable 
number of cases. It was observed in one of 
ours, and in the sections from this case bone 
can be seen in the process of formation from 
the cartilage cells, as well as from the osteoid 
tissue. 

TREATMENT, 


As prophylactic measures, aspiration and 
pressure are of somewhat doubtful efficacy, 
although highly recommended. Early incision 
with the evacuation of effused blood, the thor- 
ough removal of small fragments and spiculae 
of bone, with drainage of the affected area 
may, in some instances, prevent the formation 
of the trouble, but of this one can never be 
quite sure. Massage in the early stages is 
contra-indicated, as it may affect unfavorably 
the development of the trouble by stimulating 
the production of bone. The indications for 


. 


operation are the presence of the tumor, the 
disturbance of function, pain, etc. As has 
already been indicated, there is an unfavorable 
as well as favorable time for operaticn. It 
should never be recommended early in the 
development of the bony tumor, even for. diag- 
nostic purposes, since if we have to deal with 
a sub-periosteal sarcoma, it is of doubtful effi- 
cacy, and in this condition the tendency to 
recur at this stage is very great. If the opera- 
tion is left until later, when increase in the 
size of the tumor is no longer present and 
its consistency has become harder, the chances 
of a recurrence are very materially lessened. 
The operation should consist in a thorough 
excision with ample margin, of all the osteoid 
tissue, including some healthy muscle. The 
underlying periostuem should be thoroughly 
excised and the shaft of the bone cleaned off 
until a smooth surface remains. Cauteriza- 
tion with the actual cautery of the denuded 
bone surface has been recommended (Pick- 
rel). Operation is not indicated in every case, 
many of them recover under rest and later 
massage and active and passive motion. Two 
of our cases made excellent recoveries with- 
out operation. 


Aizner, in a recent communication on the 
subject, recommends the use of fibrolysin, and 
reports a number of cases with favorable re- 
sults. He recommends its use early, that is, 
in the stage of connective tissue induration. 
He thinks it is of no value after ossification 
is well established. 

In addition to the three cases here reported, 
I have seen in consultation three others, all 
of them in football players. One of these cases 
came to operation. The other two were treat- 
ed by massage and passive motion. All re- 
covered. It is a very interesting fact that in 
al! three of these cases the provisional diag 
nosis of sub-periosteal sarcoma had _ been 
made. The one case operated upon twice 
recurred, necessitating three operations in all. 
Amputation at the hip joint had been recom- 
mended and was about to be performed on 
this case at the time I saw him. It is also a 
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fact of no little interest, and, so far as I am 
aware, not before observed in this class of 
cases, that marked blood changes were present. 
During the period of recurrence and active 
growth of the bony tumor, a marked anaemia 
was noted, the haemaglobin falling as low as 
60 per cent. 

After the removal of the tumor, marked im- 
provement in the blood condition at once took 
place. 

PATHOLOGICAL REPORT. 


The tissue received from Dr. Finney is com- 
posed of muscle which is extremely firm. The 
bundles are separated by a slight increase in 
fibrous tissue which increases markedly to- 
wards the center, where there is a hard, bony 
substance. Sections containing the central 
bony mass and the muscle peripheral to this, 
show microscopically the following picture: 

The bands of muscle seem almost entirely 
to be separated from the tumor mass, and 
nowhere through the body of the tumor are 
there any evidences of voluntary muscle fiders. 
The muscle fibers at the periphery of the mass 
are separated from each other by a slight in- 
filtration of fibrous tissue in which consid- 
erable numbers of small mononuclear cells of 
the polyblast type are found. The fibers them- 
selves are shrunken, in many places only rem- 
nants are seen with their nuclei bunched to- 
gether. In other areas they show a slight 
swelling with loss of normal striation, but for 
the most part the striations are to be made 
out. 

The impression that one obtains, however, 
is not that the muscle has been pushed away 
by the developing mass within it, but rather 
that it has undergone a primary inflammatory 
stage, for definite muscle bundles run directiy 
into large hyaline masses, where no definite 
structure is to be made out. These are com- 
posed of faint pink strands divided by large 
spindle-shaped nuclei. 

The central mass of the section presents a 
very complex picture. Bone, cartilage and 
osteoid tissue alternating in rather indefinite 
masses. The process which seems to be taking 


place, however, might be divided into two gen- 
eral classes; first the formation of bone from 
osteoid tissue, and, second, the formation of 
bone from cartilage. 


1. To the inner side of the muscle fibers 


there is a great proliferation of rather atypical 
fibrous tissue. The protoplasm stains consid- 
erably pinker than normal and seems to be 
proportionately larger than normal. It oc- 
curs in coarse strands which become progres- 
sively coarse and in which the individual fibers 
become obliterated. The nuclei become less 
numerous, and are scattered then through a 
homogeneous pink staining matrix appearing 
much like the lacunae in bone. As_ these 
strands become thicker they are lined by a 
layer of cells on their outer margin, which are 
cubical with deep-blue staining protoplasm 
and rather large dark nuclei. Such lamellae of 
bone are formed throughout the section and 
tend to project in irregular trabeculea forming 
in places small marrow-like cavities. These 
contain a coarse fibrous connective tissue in 
which large numbers of blood vessels are seen. 
Some, however, contain numerous round cells 
which belong to the type of polyblasts de- 
scribed by Maximof, while in others a con- 
siderable amount of fatty tissue occurs. On 
the inner side of these marrow cavities one 
sees depressions in the periosteal lining of the 
bone. In these large masses of bluish proto- 
plasm many nuclei occur which resemble 
osteoclasts. 


2. In other areas one finds typical masses 
of cartilage which show in themselves rapid 
proliferation of cells, which cells. then grad- 
ually disappear and the tissue surrounding 


them becomes calcified. Such masses are 
rapidly invaded by a fresh granulation tissue, 
forming much the same picture in some areas 
as is found at the epiphysis of growing bone. 
The result of this process shows itself in a 
typical mass of* bone trabeculae including ir- 
regular marrow cavities. Many of the trabe- 
culae of bone contain within their bodies a 
few cartilage cells, while others are completely 
converted into bone with typical lacunae. 
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These marrow cavities contain much the same 
material described in the other areas, but: the 
cell contents varies to a greater extent. For 
the most part these cells resemble the wander- 
ing round cells of Maximoff. They do not 
seem to be arranged in any definite order, but 
lis in the interstitial tissue. In one area a cel! 
can be seen passing through the capillary wall 
and there joining a definite chain of cells in 
this position. In one area a single typical 
marrow giant cell occurs. 


I am indebted to Dr. M. C. Winternitz, of the 
Pathological Department of the Johns Hopkins 
Hospital, for the above pathological report. 


CASE I, 

F. S., aged 18 years. Clerk. Referred by 
Dr. Louis P. Hamburger. Admitted to the 
Union Protestant Infirmary April 2, 1906. 
Operation April 16, 1906. Complaint, pain in 
right leg. 

F. H. Negative. 

P. H. Typhoid fever four years ago. No 
complications. 

P. I. Three months ago while playing 
“soccer,” patient was kicked on right thigh. 
There was not much pain at the time, but the 
next day it was so painful that he could 
scarcely walk. Patient went to another. hos- 
pital, where he was treated with hot com- 
presses and was much relieved. He still has 
pain in the thigh at times. 

P. E. The right thigh is somewhat larger 
than the left. On palpation over the quadri- 
ceps there is a hard resistant mass. There is 
no marked tenderness. Fluctuation just above 
the knee. Patient cannot flex leg more than 
20 degrees. 

Operation April 16, 1906. Ether. Incision 
was made over the tumor. About one-half 
pint of blood escaped with some force. There 
was considerable new bone formation around 
the haematoma, which was removed, the femur 
being left smooth and in good condition. One 
protective drain. 

The patient made an uneventful recovery 
and left the hospital, April 28, well. 

He has been examined recently by Dr. 
Fisher and remains well. 
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CASE 2. 


A. D. McM., aged 25 years. Medical stu- 


‘dent. Referred by Dr. W. M. Dabney. Ad- 


mitted to the Union Protestant Infirmary 


March 16, 1907. Complaint, swelling and stiff- — 


ness of right leg. 

F. H. Negative. 

P. H. Negative. Pneumonia (?) twice. 

I. Began with injury to right thigh 
caused from kick just above knee during foot- 
ball game in October, 1906. He finished the 
game, but was in great pain. The leg began 
to swell rapidly and he was unable to walk for 
ten days. There was very little discoloration, 
but he could not flex on thigh. At the end 
of three weeks patient was getting about 
pretty well and played another game of foot- 
ball, during which he was kicked on the same 
leg several times. It again became swollen and 
was very painful, especially at night. In five 
days he was back again in the game, when 
for the third time he was hurt. There was 
swelling and great pain. On December 11, 
1906, patient was operated upon by another 
surgeon. “Some fibrous tissue was broken 
up and some serum drained off.” Has been 
no better since the operation. He is now able 
to walk around and has very little pain, un- 
less he stumps his toe or tries to flex leg on 
thigh. Since the operation a hard lump has 
appeared at the site of injury, which he thinks 
has grown very gradually. It is not especial- 
ly tender. 

P. E. On the left anterior portion of the 
right thigh beginning about 60 m. above the 
knee joint, there is a hard, firm tumor felt 
just beneath the skin. It seems to be attached 
to the bone and extends pretty well all over 
the anterior aspect of the thigh, extending up 
to the middle third. It is not tender on pres- 
sure and does not seem to be encapsuiated. 
The leg can be flexed on the thigh about 20 
degrees. Flexion causes some pain. 

The X-ray of this case has unfortunately 
been lost, but it presented a picture similar to 
those shown. 

Treatment.—On account of a pleurisy, the 
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origin of which was suspected to be tubercu- 
lar, operation was not advised. Massage and 
active exercise were recommended. About 
two years later, when the patient was. last 
seen, there had been no recurrence. 

CASE 3. 

W. G. H., aged 43 years. Entered the 
Johns Hopkins Hospital August 10, 1909, in 
the service of Dr. Halsted. Three months 
ago the left thigh was injured by a log rolling 
over him. The only thing noted at the time 


is of bony hardness and shades out indefinitely 
into the muscles. It is about 1ocm. in diam- 
eter. The knee can be completely extended, 
but cannot be flexed more than 15 degree~ on 
account of tying down quadriceps extensor 
muscle. 


August II, operation by one of the internes. 
Ether. Incision in middle thigh down to 
periosteum. It was found to be very much 
thickened and roughened by new-formed bone. 
Portions of this tissue were removed for ex- 


- Case 3. 


was bruising and swelling of anterior surface 
left thigh. Patient was able to walk, but thigh 
was very painful. Full extension at knee not 
possible. Pain and tenderness have dimin- 
ished but limitation of motion continues. 
About a month ago was kicked on thigh by 
a horse. 

P. E. On left thigh at about junction of 
middle and lower third and on internal aspect 
of thigh there is a palpable tumor which is 
firmly attached to the shaft of the femur. It 


amination. Closed without drainage. Dis- 
charged August 18, 1909. 
CASE 3. 

Patient re-entered the Johns Hopkins Hos- 
pital September 10, 1909. Felt well for two 
weeks after leaving the hospital, but during 
the last two weeks thinks general health im- 
paired. The growth in thigh is becoming 
larger, pains him all the time, dull and con- 
stant. Unable to bend knee except to a slight 
degree. 
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P. E. Condition of thigh similar to that 
present at former admission. 

Operation September 11, 1909. Ether. In- 
cision at site of previous scar. 
muscle was exposed it was found to be re- 
placed by a homogeneous hard mass of car- 
tilageneous and bony tissue, which was com- 
pietely excised, exposing the roughened shaft 
of the femur. This roughened, spongy bone 


As soon as. 
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Anterior aspect of the thigh swollen, fluctua- 
tion. Restriction of motion and pain in knee. 
First operation (Bloodgood) exploratory. 
Large cavity filled with blood, 4oocc., lined by 
granulation tissue. No bone found. Micro- 
scopic sections demonstrated. myositis. 
Second operation, seven days later (Hal- 
sted), wall of cyst excised. New growth of 
bone, extends to periosteum, which is thick- 


Showing Thickening of Middle of Shaft of Humerus (Case 5). 


was chiselled away, leaving a smooth normal 
surface. Muscles closed with catgut, iodo- 
form protective drain. 

X-ray shows typical picture of this con- 
dition. 

‘ CASE 4. 

H. P., aged 30 years. Admitted to the 
Johns Hopkins Hospital February 2, 1894, in 
the service of Dr. Halsted. 

No trauma. Pain and swelling three days. 


ened. Sections, typical ossifying myositis. 
In this case, myositis apparently of perios- 
teal origin. 


CASE 5. 


C. D. (colored), aged 13 years. Admitted 
to the Johns Hopkins Hospital July 27, 1906, 
in the service of Dr. Halsted. Traumatism 
six weeks, fracture of humerus (?). Imme- 
diate swelling which has not disappeared but 
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has become hard. Examination, visible swell- 
ing middle of right arm. On palpation, mid- 
dle shaft of humerus enlarged, swelling of 
soft parts 6 by 9 cm. almost as hard as bone. 

X-ray shows thickening of middle shaft of 
humerus, more like a traumatic periostitis than 
fracture. A spicule of bone is extending into 
soft parts. The shadow of the tumor is in- 
distinct, but suggests the early stage of myo- 
sitis ossificans. 

Refused operation, left hospital. The diag- 
nosis in this case is somewhat uncertain. There 
is a possibility that the swelling may be luetic 
in origin, as there is a history of this dis~ase. 


- CASE 6, 


A. J., aged 30 years. Admitted to the Johns 
Hopkins Hospital July 27, 1906, in the service 
of Dr. Halsted. Trauma to bend of elbow 
two months ago. Immediate swelling two and 
one-half weeks, then reduction. Restricted 
motion. Palpation, bony tumor beneath bi- 
ceps, above elbow in front of humerus. 

Operation (Fisher, Excision of tumor 
from substance of brachialis anticus. No con- 
nection with periosteum. Tumor 4 by 5 cm., 
composed of bone with central cavity contain- 
ing serum. Microscopically, myositis ossi- 
ficans. 


X-rays shows tumor in bend of elbow. 
CASE 7. 

I. S., aged 18 years. Admitted to the Joins 
Hopkins Hospital December 2, 1907, in the 
service of Dr. Halsted. Dull aching pain in 
the right lumbar region six months ago. One 
month later swelling increased gradually. Re- 
cently pain radiated down leg to knee. Exam- 
ination, swelling in lumbar region 12 cm. in 
diameter, fixed to deep structures, does not 
fluctuate. 

Operation, excision cystic ossifying tumor of 
right loin, no connection with bone. 

Patient returned in few weeks on account 
of pain. Exploratory revealed nothing. 
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SKIN GRAFTING.* 


By ARTHUR C. SCOTT, M.D. 
Senior Surgeon Temple Sanitorium, 
Temple, Texas. 


The results of skin grafting with large 
Thiersch and Wolfe grafts are, under favor 
able conditions, so uniformly good, it would 
at first appear that the art had reached such 
a state of perfection that nothing was needed 
to insure any better results. And yet failures 
do occasionally occur in the hands of sur- 
geons of large experience. The failure of 
one or two large grafts may add one or two 
weeks or more to an already prolonged con- 
valescence, and repeated resort to grafting in- 
variably subjects the patient to much auxiety 
and discomfort. For these reasons, we have 
thought worth while to present for your con- 
sideration any steps which, though small, may 
tend to insure a still larger proportion of 
successes. The chief causes of failure in skin 
grafting may be summed up in a few words: 

(a) Suppuration and the presence of 
sloughing tissue. 

(b) An excess of blood, lymph or serum. 

(c) Failure to keep grafts in close con- 
tact with the exposed capillary blood vessels 
of the wound. 

(d) Disturbing grafts when they are 
young and tender. 

When, for any reason, time will not permit 
sufficient preparation to insure against either 
of the first two causes mentioned, one should 
not expect too much from large grafts, for 
the exudates cannot escape freely, and by ac- 
cumulating between them and the raw sur- 
face may prevent sufficient contact to secure 
union. This is probably the reason some sur- 
geons have better success with small (Rever- 
din) grafts and continue to give them pref- 
erence, 


Preparation of Wound—Careful prepara- 
tion of the wound is of great importance. 
When the wound is in ideal condition, most 
any sort of graft will take hold and grow, but 
it is often difficult to get a wound in an ideal 
condition. When suppuration exists, it 
should be reduced as much as possible by re- 
moving the sloughing tissue with a scalpel 
or scissors, and by use of the curett, hot irri- 
gations and antiseptic applications. 

When the time has arrived for grafting, if 
the surface of the wound is covered with 
small, healthy granulations, having good cap- 
illary circulation, and giving only a slight dis- 
charge, it will need no further attention, and 
the less done for it immediately preceding op- 
eration, the better. 

If the granulations are large and pale, they 
should be smoothly excised with a sharp scal- 
pel, leaving no loose pieces of half living or 
sloughing tissue. The wound should then 
be rinsed with salt solution and covered with a 
compress wrung out of salt solution until ac- 
tive oozing has ceased. 

Cutting Grafts—When a general anaesthet- 
ic is not required, local anaesthesia may be 
used on the limbs with considerable satisfac- 
tion by injecting 1-8 to 1-4 per cent Schleichs 
solution, rainbow fashion, with the convexity 
downward. To reach most cutaneous nerves, 
it should be injected both superficially and 
deeply into the subcutaneous fat. This 
procedure does not prevent pain altogether, © 
but moderates it to such an extent that it 
may be readily tolerated by the average 
patient. For holding the skin and flatten- 
ing the surface while cutting grafts, we 
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have found nothing quite so good as the 
edges of two metal box lids, or a metal box 
and its detachable lid. These nickle-plated 
articles are found discarded about nearly 
every surgeon’s office, and serve a good pur- 
pose also for handling the grafts after re- 
moval. It matters but little whether the 
grafts are cut with a razor, amputating knife, 
or a knife made for the purpose, so long as 
the instrument is sharp and the operator 
knows how to use it. 

When grafts fail to grow, it is frequentiy 
found that they are balooned up with an ex- 
cess of pus, blood or other exudates, com- 
pletely separating them from the capillaries 
beneath. To overcome this, we have, for sev- 
eral years, been perforating large grafts for 
drainage. At first, we perforated the skin, 
with an old-fashioned scarrifier, having about 
16 blades, before the grafts were cut. The 
scarrifier was difficult to keep clean, and final- 
ly got out of order, and we found that we 
could perforate them very well after they were 
cut and spread on a sheet of rubber tissue, 
which was placed on a box lid, with a gauze 
pad intervening. Holding the rubber tissue 
on which the graft is spread raw side up, with 
thumb and finger, a straight, narrow, sharp 
bistoury is plunged diagonally through it, 
sharp edge up, until the point of the bistoury 
penetrates the graft, rubber tissue and gauze 
pad and glides on the surface of the box lid. 
A dozen or more slits are thus quickly made 
in each large graft. Wolfe grafts are not 


easily perforated by this method, and should 
be incised before being removed. 

The perforated Tiersch grafts spread on 
rubber tissue, are cut with scissors in sizes 
and shapes to suit the field to be covered, and 
when inverted upon the wound permit ex- 
cessive exudates to escape through the per- 
forations corresponding with those in the rub- 
ber tissue which is often left in contact with 
them. 

As the grafts are being smoothed out upon 
the wound, it is best to spread them laterally 
to gap the slits and insure good drainage. 

Dressing—The open method of dressing a 
grafted wound is very good, because of the 
tendency of the wound to remain dry. How- 
ever, it is at a disadvantage in the presence 
of much exudate with nothing to hold the 
grafts down. Many layers of good absorb- 
ent gauze, cut the size of the wound, laid on 
separately, held in place by narrow strips of 
adhesive plaster, make a splendid dressing. 
When soiled, each layer of gauze can be 
peeled off in separate slips until the last one 
is reached without disturbing the grafts. The 
last layer is moistened with salt solution, and 
left under a wet compress for a few hours, 
when it readily turns loose. Many strands of 
horse hair, loosely lain and evenly distributed 
across the grafted wound before the gauze is 
applied, will promote drainage to the margins 
of the wound and facilitate removal of gauze 
dressing. The same sort of dressing may be 
applied whether or not the perforated rubber 
tissue is left in contact with the graft. 
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*THE SYMPTOMS AND ULTIMATE TREATMENT OF HYDATIDIFORM 
DEGENERATION OF THE CHORION WITH REPORT OF CASE. 


By J. E. STOEKS, 
Salisbury, N. C. 


As the process of hydatidiform degenera- 
tion of the chorion is a rare condition and 
followed not infrequently by a most malignant 
and rapidly growing neoplasm, the immediate 
recognition of which is essential to the relief 
of the patient, this report of a single isolated 
case may not be without clinical value and a 
pathologic interest. 

Report of Case-—Patient, G. S., white, mar- 
ried, age 19 years, no para, no miscarriages. 

Family History.—Good ; father and mother 
living, both well and strong; .one brother and 
one sister died in infancy ; no history of tuber- 
culosis or malignancy. 

Past History.—The patient suffered all the 
diseases incident to childhood, from which no 
unpleasant sequelae noted. Patient had ro ill- 
ness during early adolescence save sharp at- 
tacks of malaria about twelfth year. About 
one year previous to first menstruation she 
complains of having had pain, sharp cutting 
in character, in right side, unaccompanie1 by 
any fever, vomiting, tenderness or abdominal 
distention.| The pain would require her to 
go to bed for a day or more, followed by 
more or less constant hurting in right side. 
As the periods became established, this pain 
became more acute and frequent with distinct 
increase in severity at the menstrual period, 
up to two years ago, when finally these at- 
tacks of pain ceased. 

Menstrual History.—First menstruated at 
14; flow was regular, every twenty-eight days, 
free, lasting five to seven days; some clots, 
pain dull in character through lower abdo- 
men, necessitating patient to remain in bed 


fora day. Patient menstruated last in March, 
regular time, period same as previous ones. 

Present Illness—Patient married in Octo- 
ber, nine months previous to present illness. 
For first six months after marriage she had 
her periods regularly, which were same in 
character as previous ones. In April, May 
and June patient missed her periods. There 
were no especial symptoms except that tle iast 
of April she noticed an escape of watery blood- 
stained fluid from the vagina. There was also 
frequent painful micturition, patient being re- 
quired to get up as often as a dozen times a 
night. This condition ceased about three 
weeks ago. Patient also had considerable 
headache and some nausea, with vomiting fol- 
lowing shortly after she missed her first 
period. Has ached all over for past week 
and has felt weak and languid, bowels con- 
stipated. After the first escape of fluid in 
April, patient had no more signs of it until 
about five weeks ago. She then began te have 
the same watery blood-stained fluid, which 
was of slightly darker color than at first. This 
would pass from her a few drops.at a time, 
though often times it would be much treer, 
and especially so at nights, becoming of late 
of a brighter red color. Two weeks ago pa- 
tient had a sudden profuse flow of bloody 
fluid from uterus. This stopped in about one 
hour and she did fairly well until the night 
of June 11, when she had a very profuse flood- 
ing, which came on her suddenly during’ that 
night. At this time the patient passed a pint 
or so of blood. During these bleeding spells 
she would suffer considerable pain of a bear- 
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ing-down, expulsive character in back and 
lower abdomen. At no time has she noticed 
passing any solid particles or firm clots. 

Present Examination.—Patient is extremely 
pale and colorless, nervous and anemic; pulse 
140, weak and irregular; temperature 99.4; 
external surface cold and clammy. 

Vaginal Examination.—On inspection there 
is a slight stream of blood flowing from the 
vagina. Digital examination shows the out- 
let nulliporous. Cervix low in vagina, small, 
extremely firm, will not admit tip of finger. 
Fundus is enlarged beyond the size of four 
months’ pregnancy, extending more than a 
hend’s breadth above the pubes. Walis of 
the uterus do not appear unduly soft or yield- 
ing. The adnexae cannot be distinctly made 
out. Owing to the unusual size of the uterus, 
for the period of gestation; the profuse -hem- 
orrhage following a previous watery blood- 
stained fluid; the pain immediately over the 
uterus and the elevation of the temperature, 
it was deemed advisable to empty the uterus. 

First Operation—Under ether anesthesia, 
owing to the firmness of the cervix, the ex- 
ternal os was forcibly dilated to admit finger. 
Uterine cavity was then explored and foun1 
filled with soft mushy-like substance present- 
ing at internal os. This substance was thor- 
oughly removed most cautiously with blunt 
curette and finger, and the walls of the uterus 
carefully explored. The mucous membrane 
appeared smooth and free from any elevations 
There was a moderate hemorrhage and the 
uterus gradually contracted firmly to within 
just above the symphisis. The cavity was 
next irrigated and lightly packed with steril- 
ized gauze. 

Specimen.—On gross appearance the speci- 
men consists of myriads of glistening cysts of 
varying size, from 1 mm. to 6 mm. These 
vesicles are oval or elongated and hang in 
bunches, grape-like in appearance, and are 
connectéd each with the other by fine threads 
of tissue, grayish-brown in color. Each vesi- 
cle is free except where attached to its pedicle. 
Most of the external surface of the cysts is 


smooth and glistening. A few of them are 
partly colored by thin gray fleshy substance, 
of the same appearance as the connecting 
strands. The cysts are firmly distended with 
a clear viscid fluid. 

The entire structure gives the typical grape- 
like appearance. There are no traces of an 
embryo to be found. There is a small section 
of pink smooth soft tissue of a different char- 
acter from the remaining portion of the speci- 
men (endometrium). 

Histological Examination (first specimen). 
The chorionic villi are, on the whole, of de- . 
generate appearance. The Langhans and syn- 
cytial layers of epithelium of many villi being 
absent, and the stroma of a myxomatous char- . 
acter, with many small degenerate nuclei. 
Other villi have normal stroma with both the 
two layers of Langhans and syncytial cells well 
defined; elsewhere there is marked prolifera- 
tion of both layers, but especially of the syn- 
cytial layer, which in places is from 15 to 20 
cells deep. Here and there these form bud- 
like outgrowths with vacuoles and giant cells. 
There is no invasion of the stroma of the villi 
by the Langhans or syncytial cells. 

Diagnosis.—Hydatidiform mole. 

Subsequent History—Immediately follow- 
ing the emptying of the uterus, the patient 
reacted satisfactorily. The pulse dropped to 
108 and hemorrhage ceased. However, the 
patient did not improve beyond this. The 
pulse remained rapid and weak. There was 
some elevation of temperature, accompanied 
by sharp pain through lower abdomen, also 
in a short time there was a return of a light 
blood-stained fluid from the vagina. This 
fluid was always freer during the night than 
the day. The patient continued anemic, weak, 
pale and extremely nervous. After a week or 
so the escape of a more deeply colored blood- 
stained fluid from the vagina increased in 
amount and became more marked during the 
nights. There was no escape of solid clots 
or particles in the discharge. At the same 
time the patient became emaciated and weaker. 


‘Owing to not only the continuation but the 
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apparent increase of the symptoms, a second 
curettement was decided on. 

Second Operation.—This was done under 
ether anesthesia six weeks following the first 
operation, and consisted in a thorough but 
cautious curettement. The vagina was first 
thoroughly examined for any nodular growths. 
Not any were noted. The cervix was found 
to be soft and dilated, the fundus enlarged, 
slightly irregular in contour and distinctly soft 
in consistency. On curettement an ounce or 
sc of polypoid-looking material was brouglit 
away, but no vesicle-like masses found in the 
specimen. The uterine cavity was then thor 
oughly irrigated and palpated with the finger. 
The wall was found free from any elevat‘ons 
or masses and appeared normal to the touch. 
The cavity was then lightly packed with gauze. 
The patient quickly reacted and convalescence 
was without interruption save a slight show at 
intervals of blood-stained fluid from the va- 
gina. This, however, completely subsided and 
patient has gone on steadily to gain in weight 
and strength. 

Histological Examination (second  speci- 
men).—Pathological No. 203. On gross ap- 
pearance specimen shows a dozen or more 
soft vascular nodular masses, covered by en- 
dometrium of normal thickness, and filled with 
blood vessels, while others are filled with thick 
tenacious mucus. Microscopically one finds 
a few portions of the endometrium of a fairly 
normal appearance present. The stroma cells 
are large and of an oedematous appearance, 
while the entire stroma is infiltrated with in- 
flammatory cells, chiefly polynuclear-leuco- 
cytes with considerable blood. In at least 
two places there are islands of chorio-epithelial 
cells, with large vesicular, very granular nu- 
clei. These lie embedded in the stroma of the 
endometrium with a few large cells lving scat- 
tered about in the surrounding stroma. 

Remaining sections show chorionic villi with 
ordinary looking chorionic stroma. The epi- 
thelium shows more marked and active pro- 
liferation than in section of mole. 

Notwithstanding the fact that this histo- 


logic examination of the specimen from the 
second curettement not only showed the pres- 
ence, but also showed a generally more active 


proliferation of the Langhans and syncytial 


cells than in the first specimen examined, and 
again that in at least two places these prolif- 
erating cells penetrated deeply into the endo- 
metrium, both of which facts are indicative 
of the malignant nature of the vesicular mole ; 
yet the patient under close examination 
showed steady improvement, gained in weight, 
uterus contracted, the bleeding ceased and 
there were no indications of metastatic forma- 
tions, so that the more radical operation of 
hysterectomy was not advised. 


Final Examination—Four months follow- . 


ing the first operation final examination was 
made. The cervix was found in the axis of 
the vagina, firm and normal in consistency. 
The fundus of the uterus is small, contracted 
and regular in contour, The right ovary is 
normal, the left ovary is enlarged and cystic 
and adherent to the wall of the uterus. The 
patient’s general condition is now excellent. 
She has gained a number of pounds in flesh 
and has just passed through a normal men- 
strual period (first since operation) without 
any inconvenience. 

Urinary analysis: Normal. 

Haemoglobin: 95 per cent; reds, 4.900.000; 
whites, 8,700. 

History of Hydatidiform Mole.—The pro- 
cess of mole formation within the uterus has 
been designated under various terms, those 
most frequently employed being: 

Vesicular mole. 

Hydatidiform mole. 

Hydatidiform degeneration of the chorion. 

Uterine hydatids. 

Myxoma uteri. 

In Findley’s Review of Kossman’s Histori- 
cal Sketch of Mole Formation, the earlier 
theories concerning this condition are suscinct- 
ly given, all of which relate more to the clini- 
cal picture than to its true etiology. It is 
noted that Hippocrates wrote of the cotyle- 
dons becoming filled with mucous, followed 
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later by abortion should pregnancy then be 
present. It was during the early part of the 
sixth century that Etius of Amida wrote con 
cerning the hydropic uterus, and to him is 
accredited the earliest intelligent mention of 
the occurrence of an hydatidiform mole. He 
first describes the appearance of certain bodies 
in the uterus with their accompanying symp- 
toms. He then continues that if the separa- 
tion is especially violent, the small bodies 
which resemble cysts at times rupture and 
from them escapes a water-colored tough fluid. 
For this condition and occurrence he advises 
rest in bed, emetics and. powerful enemata. 
Among the other theories following is an in- 
teresting one by Percy, who noted the pres- 
ence of the vesicles and claimed when they 
were treated with salt and vinegar they would 
move like animals. Goeze in 1782 be- 
lieved the origin of the vesicular mole to be 
parasitic. The first suggestion, however, that 
the lesion was distinctly foetal, or at least 
directly connected with some process within 
the ovum, was not made until 1827, when 
Madam Boivin and Velpeau recognized the 
true nature of the affection. The former, how- 
ever, considered the vesicles to be due to the 
degeneration of unimpregnated ova, and there- 
fore she does not appear to have recognized 
that conception was first essential. Finally in 
the beginning of the latter half of the nine- 
teenth century, Virchow initiated the histolog- 
ical study of hydatidiform moles and advanced 
the theory that their formation resulted from 
a myxomatous degeneration of the chorionic 
villi. This theory some years later, 1895, was 
confuted by the now universally accepted ex- 
planation of Marchand, who in 1895 explained 
that the lesion was not a myxomatous degen- 
-eration of the connective tissue of the villi, 
but was a distinct proliferation of the two 
layers of epithelial cells covering the villi, 
viz: the inner layer or Langhans cells, and the 
outer layer or syncytium. He claims that as 
these cells proliferate they penetrate into the 
decidua, and even then at times on through to 
the uterine substance, followed by a mechani- 


cal dropsy of the stroma of the villi and sub- 
sequent formation of vesicles containing fluid. 
Etiology.—Even though this theory of Mar 
chand is now accepted, that the formation of 
an hydatidiform mole is due to cell prolifera- 
tion of the villi, the exact origin of the ex- 
citing cause, or what influence brings about 
the process of mole formation, has never been 
accurately determined. The question whether 
the cause for the cystic degeneration of the 
villi is due to some radical change either in 
the ovum or in the body of the uterus itself 
remains yet unsettled. Ouory is of the opinion 
that the mole seems to be due to,a primitive 
change of the ovum, but the cause of the dis- 
ease of the ovum is unknown. The question 
as to whether the death of the embryo is to be 
regarded as the cause or consequence of the , 
cystic degeneration has been thoroughly con-, 
sidered. On the other hand, one theory ad- 
vanced is that degeneration of the chorion 
does lead to death of the embryo, while others, , 
hold the opposite view and contend that the ; 
death of the embryo occurs first and degenera; 
tion of the chorion follows as a direct conse- , 
quence. Concerning this debatable point, Wil- 
liamson believes that the death of the embryo 
before formation of the true placenta is a 
common occurrence; hydatidiform mole is a 
rare occurrence, and in those cases of blighted , 
ovum which he has examined, even after re- 
tention in the uterus for considerable periods, 
he has nevertheless not found the least trace 
of anything like cystic degeneration. It still 
remains then to be explained why in ninety- 
nine cases these conditions do not lead to cyst . 
formation and in the one hundredth they do. 
In favor of the view that the degeneration 
of the chorion occurs first, he continues that 
many cases have been recorded in which por- 
tions of the placenta have shown hydatidiform 
degeneration and still a living child born at fui! 
time. Chalensky suggests that the lesion fol- 
lows death of the embryo, and that the cho- 
rion receives in consequence increased nutri- 
tion formerly intended for the foetus, thus 
causing the proliferation of the chorio-epithe- 


the 

res- 
tive 

rtial 
and 

: 
\do- 
tive 

ole ; ; 
tion 
cht, 
and 

ma- 

of 

ow- 

was 

of 
ncy. 

cted 

y is 
sstic 
The 3 
lent. 

Jesh 

nen- 

900 
pro- * 
has 

hose 


x4 


lium. Marchand, on the other hands, answers 
that where this is the case, molar pregnancy 
would occur more frequently. Among other 
investigators, Frankel and Pick consider cys- 
tic disease of the ovary should be consi¢ered 
a factor in the production of hydatidiform 
mole, though they differ materially as regards 
how the influence is brought about. The for- 
mer claims that the ovum suffers from a lack 
of lutein secretion, while the latter asserts 
in a cystic disease of the ovary there is an 
excessive production of this secretion. 
( Bland.) 

In 1853 Wirchow was the first to suggest 
that the condition is due to changes in the 
endometrium, while Marchand, on the other 
hand, asserts that when the degenerative pro- 
cess occurs in early foetal life, it is due pri- 
marily to changes in the ovum, and that the 
endomettritic changes are only secondary. Re- 
garding this point of the foetal or maternal 
origin of the occurrence of vesicular mole, 
Findley gives the following resume: In favor 
of the maternal origin may be mentioned the 
recurrence of the mole in the same individual 
and by different husbands; the common oc- 


currence late in life; the partial vesicular de- . 


generation of the chorion in the presence 
of a perfectly healthy foetus; common occur- 
rence of cystic degeneration of the ovary asso- 
ciated with hydatidiform mole, and lastly that 
endometritis and nephritis commonly precede 
the development of hydalitiform mole. In 
favor of the foetal origin is the fact that in 
twin pregnancy one mole alone may be in- 
volved in a cystic degeneration of the chorionic 
villi. 

Relation of Hydatidiform Mole to Malig- 
nancy.—The frequency with which malig- 
nancy follows the occurrence of the rare con- 
dition of the vesicular formation within the 
uterus has greatly interested and has held the 
closest attention of many pathologists. Not- 
withstanding this, just what relationship is, 
or just what the existing association between 
the two conditions depend upon, remains yet 
undetermined. Two theories have been ad- 
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vanced regarding the malignancy of the vesi- 
cular mole: One is that there are two dis- 
tinct forms of mole, malignant and benign; 
while the other theory is that all moles are 
malignant and that the malignancy manifests 
itself through a portion of the mole being leit 
behind the uterus. Ouory draws the follow- 
ing conclusions: 1. Clinically and histologi- 
cally the hydatidiform mole may behave like 
a malignant tumor and must be considered as 
such. 2. But this special, unique tumor of 
foetal origin can live a certain time in the 
maternal organism as a parasite, as a stranger, 
and can be driven out without leaving the 
epithelial elements, which are an integral pari 
of its malignity. The mole in this case is 
called benign, because the consequences of its 
presence for the mother are absent. 

Findley finds from his 210 collated cases 
16 per cent of hydatidiform mole becomes ma- 
lignant, but he is rather of the opinion that 
this percentage is too high owing to the fact 
that the occurrence of non-complicated moles 
is seldom reported in proportion to those un- 
dergoing malignant degeneration. Regarding 
this process of malignant degeneration, Mar-. 
chand says: “If one now asks in what the 
malignant nature consists, we can only answer 
that the most important thing is the unlimited 
tendency of the cells to proliferate; “in the 
second place, we must also consider the con- 
ditions of the surroundings which make pro- 
liferation possible or favor it. The unlimited 
capability of proliferation is an inherent prop- 
erty of foetal tissues, especially of the epi- 
thelium of the chorion; but the proliferation 
is kept in check as long as the ovum develops 
normally; it may, however, manifest itself in 
an unlimited manner if the embryo dies early 
or parts are separated off. He also considers — 
the second necessary requirement, a suitable 
condition of the maternal tissue in which the 
new growth arises, the so-called diminished 
power of resistance is most easily explained 
in the new growths in question by the enor- 
mous transportation of blood and _ nutritive 
material to the parts, by loosening of the tis- 
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sues and the serous permeation of the tissues 
of the uterus in pregnancy. It is clearly 
recognized by observers that a definite per- 
centage of cases of deciduoma malignum fol- 
low the occurrence of a vesicular mole; that a 
close relation exists between at least the oc- 
currence of these conditions is not denied. 
Hart and Barbour, in fifty-five collected 
cases of deciduoma malignum, found twenty- 
four followed upon an hydatid pregnancy, 
while Dorland found that over 40 per cent in 
his collection of cases was preceded by the 
history of the expulsion of a vesicular mole 
sometime prior to the appearance of the dis- 
ease. Regarding this point, Williams in his 
monograph was unable to note any particular 
difference in those cases of deciduoma malig- 
num which were preceded by moles and those 
following ordinary pregnancy, and he con- 
siders with our present state of knowledge it 
would be unwise to attempt to prove that the 
mole gives rise to the deciduoma or the re- 
verse. The appearance of small masses in the 
structures remote from the uterus as in the 
vagina and upon the vulva, occasionally fol- 
lowing the expulsion of a vesicular mole, has 
been noted. Here again is a wide divergence 
of opinion among investigators as regards the 
association of these masses with maliguaticy. 
These nodules show a certain amount of dis- 
coloration, and on histologic examination pre- 
sent chorio-epithelium undergoing various 
changes. On the other hand; some observers 
regard the occurrence of these tumors as 
direct evidence of malignancy, and are there- 
fore considered true metastases. While, on 
the other hand, such observers as Findley and 
many others quoted by him do not accept the 
occurrence as positive evidence of malignancy, 
but rather incline to the opinion that the in- 
vasion of remote structures by the chorionic 
epithelium is merely due to the accidental 
transportation of particles of a benign growth. 
Along this line Williams states that his own 
observation with those of others concerning 
the transportation of villi in normal pregnancy 
lends a certain probability to the latter theory, 
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though our present knowledge is not yet suffi- 
cient to warrant a positive conclusion. 

Frequency of Occurrence-—According to 
Williamson’s statistics, hydatidiform mole is 
a rare disease. He found among 24,500 cases 
of pregnancy occurring in St. Bartholomew’s 
Hospital there were ten instances of vesicular 
mole, 7. ¢., one mole formation in about 2,400 
pregnancies, while the ratio has been placed 
as low as one in 20,000 cases. (Madam Boi- 
vin.) 

Age—In Findley’s collection of 210 cases, 
the average age of patient is 27 years; ex- 
treme ages are 13 and 58 years. Dorland 
found a percentage of 41 occurring in third 
decade of life, while Williamson found the 
greatest number occurred between 20 and 25 
years, though the second most fruitful age 
was 40 to 45 years. He continues the only de- 
duction to be drawn is that hydatidiform mole 
may occur any time during child-bearing pe- 
riod, the age of women having very little in- 
fluence. Two cases occurring in the negro 
race have been reported. 

The Ratio of Former Pregnancies Mole 
Formation.—It is interesting to note that the 
occurrence of preceding pregnancies does not 
appear to have any predisposing influence 
upon the appearanec of hydatidiform mole. In 
178 instances of Findley’s 210 cases in which 
the history of preceding pregnancies is re- 
corded, we note that vesicular mole occurred 
much more frequently in nulliparae than in 
those women who had had one or more preg- 
nancies; thus in 178 cases of mole formation, 
41 occurred in nulliparae, or 23 per cent; 25 
occurred in primiporae, or slightly over 14 
per cent, as compared with 24 per cent of 
Dorland’s and 1 oper cent of Kehrer’s cases 
respectively; while 23 or 12.9 per cent, and 
19, or 10.6 per cent, occurred in multiparae, 
who had borne two and three children re- 
spectively. It is to be noted that this per- 
centage decreases as the number of children 
born increase from nine to even as high as 
twenty. 

Symptoms.—As a rule the occurrence of the 
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vesicular mole is accompanied by most of the 
cardinal symptoms of pregnancy. The only 
constant one, however, is the enlargement of 
the uterus. While the appearance of hemor- 
rhage, one of the most constant symptoms of 
the presence of vesicular mole, may mislead 
the patient, and be mistaken for the usual 
menstrual period, it has been noted that nau- 
sea and vomiting may be excessive and pro- 
longed. The four most distanct symtoms in 
their order of positiveness, though not always 
present, are (1) the discharge, (2) enlarge- 
ment in contour of uterus, (3) hemorrhage, 
(4) tenderness over the uterus (Williamson), 
(5) presence of the mole by internal palpa- 
tion. 

With the presence of the discharge a posi 
tive diagnosis may be made if it contains any 
of the vesicles. The discharge is watery, 
blood-stained in character, and when the vesi- 
cles are discharged with it the picture has been 
aptly likened to “white currants floating in red 
currant juice.” Though the discharge may 
occur within a few weeks following concep- 
tion, as in the writer’s case, the vesicles are 
rarely seen until the expulsion of the mole is 
at hand (four times in 210 cases). It may be 
scant in amount with slight pain and appéar 
at irregular prolonged periods, or again pro- 
fuse and painful at frequent intervals. The 
enlargement of the uterus is a very constant 
symptom; it may increase with marked rapid- 
ity and attain the size far in excess of what 
one would expect for the corresponding period 
of gestation; “be soft, fluctuating and elastic.” 
While again cases have been reported in which 
the uterus was hard, dense and irregular. It 
has also been noted that this rapidity of growth 
may be most pronounced just previous to the 
expulsion of the mole. 

Hemorrhage-—Though so frequently asso- 
ciated with other complications of gestation, 
hemorrhage becomes a most significant symp- 
tom and should always suggest the presence 
of a vesicular mole when occurring in a 
uterus whose size is larger than expected for 
period of gestation, or in which the rate of 
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growth has been noticeably rapid. The second 
and third months are the most frequent ones 
in which the hemorrhage occurs, as in the 
writer’s case, and at times it has been noted 
that the hemorrhage is very profuse during 
the night while lessening greatly during the 
day. 

Tenderness Over the Uterus has been dem- 
onstrated by Williamson in six cases out of 
thirteen, and at times the uterus in shape and 
consistency differed markedly from that of 
normal pregnancy. 

Diagnosis—The presence of a_ vesicular 
mole should always be suspected at least on 


the appearance of a vaginal discharge, watery, . 


blood-stained incharacter, or in the appearance 
of hemorrhage following a period of amenor- 
rhoea in conjunction with a rapidly grown 
uterus. While the vaginal examination may 
show the uterus to be of an unexpected size, 
soft and elastic, or again of a peculiar doughy, 
mushy feel, more or less irregular in contour. 
Should the cervix be soft and patulous and 
dilated sufficiently to admit a finger, the vesi- 
cular formation may be plainly felt. 

Prognosis——The prognosis should always 
be guarded, and it is well to bear in mind that 
in a certain number of cases an early diag- 
nosis following the onset of symptoms is abso- 
lutely essential for the permanent relief of 
the patient. For it should be remembered that 
from Io to 16 per cent of hydatidiform moles 
undergo malignant degeneration ; that over 40 
per cent of the cases of deciduomata are pre- 
ceded by the occurrence of a vesicular mole 
(Dorland) ; and that the percentage of imme- 
diate mortality varies from 10 to 30 per cent, 
according to different observers. Thus, in 
Dorland’s 100 cases, the mortality was 10 per 
cent; in Findley’s 210 cases it was 25 per cent, 
and in Williamson’s ten consecutive cases 
showed mortality of 30 per cent. 

In the above tables, among the causes of 
deaths recorded were hemorrhage at time of 
operation, general sepsis, performation of the 
uterus, septic peritonitis, uremia, nephritis, 
endocarditis and meningitis. In the cases 
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where the question of the presence of vesicular 
mole arises late in the period of gestation, or 
where it is probable the condition has been 
going on for a prolonged duration of time, 
it should be borne in mind that the serious 
complication of rupture or sloughing of the 
uterus may occur. 

..Treatment—The treatment may be divided 
into the immediate and ultimate. Under the 
first head will come those cases in which a 
positive diagnosis of the presence of a vesi- 
cular mole has been made. In these cases it 
is agreed that the immediate removal of the 
mole should be brought about, and the uterus 
thoroughly explored by the finger for any par- 
ticle cleaving to the internal surface of the 
cavity. In emptying the uterus the greatest 
care and caution must be exercised. The cer- 
vix should be well but cautiously dilated and 
the mass removed when possible by digital 
manipulation. The sharp curette should not 
be employed, as performation of the uterine 
wall is likely to occur. If the mass cannot 
be peeled off by the fingers, or all the material 
lying loose in the uterus cannot be brought 
away, then the dull spoon curette or placental 
forceps may be employed cautiously. This is 
an important suggestion, for it is not possible 
to say from the gross appearance of the speci- 
ment whether malignancy is present or no; 
how deep the invasion into the uterine wall 
may be, nor how thin the wall has become. 
The uterus should next be thoroughly irri- 
gated and gauze placed loosely into the cavity. 
Where much caution is demanded in the 
technique of the first operation, equally as 
much caution and watchfulness for indications 
of malignancy are to be exercised in the ulti- 
mate treatment of the patient. After the re- 
moval or expulsion of the vesicular mole the 
patient should be most carefully watched and 
examined at intervals, irrespective of her im- 
proved condition or freedom from all symp- 
toms. If any invasion of the vagina or vulva 
should take place, the nodule should be re- 
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moved and 1 histologic examination made. 
Williams advises in cases of the characteristic 
lesions of deciduoma be found to be present 
in a vaginal nodule, immediate removal of the 
uterus is indicated. At least once following 
the expulsion of a vesicular mole, some months 
or so, the uterus should be thoroughly exam- 
ined and cautiously curetted and the scrapings 
examined microscopically. Whenever the 
specimen thus obtained from the uterus even 
suggests, by an active proliferation of the 
chorio-epithelium, a malignant invasion, the 
uterus should be removed on “suspicion.” 

Findley has formulated the dictum that 
hemorrhage recurring weeks or months after 
the expulsion of a hydatidiform mole is sug- 
gestive of malignancy and demands immediate 
and thorough investigation into the cause. 
Fraenkel (L) considers the hydatidiform mole 
is not an undoubtedly benign tumor, and that 
from his histological findings we are very 
much justified in doubting its harmlessness. 

I am indebted to my associate, Dr. Solon 
A. Dodds, for the histological examinations 


made in the reported case of this article. 
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In March of this present year, I had an ex- 
perience with gastro-mesenteric ileus, so 
called, which I believe will prove interesting 
to relate and I, therefore, present the details 
in this paper. 

I shall not attempt in any wise to cover the 
literature upon this important subject nor en- 
te1 into a polemic discussion. The fact tnat I 
performed a gastro-enterostomy and later, cn 
the ninth day, reopened the abdomen and as- 
certained fully the existing conditions, makes 
the case an instructive one, and I believe, one 
which throws a certain shade of light on the 
question of causation of this important lesion. 

The best way to get directly to my subject 
is to relate the history of this patient. A maa 
4 years old, having been a resident of Mon- 
tina for twenty-eight years, leading an out- 
door, active life such as is characteristic of our 
Western Sheriffs, had been suffering for. sonie 
while from gastric symptoms which were diag- 
nosed as resulting from ulcer of stomach. 

On March 25 I made median incision in the 
epigastric region and found the ulcer. The 
portion of the stomach involved was the usual 
ulcer bearing area near the pylorus. The stom- 
ach was not apparently dilated. The ulcer did 
not involve the pyloric orifice, but was situated 
about an inch to the left along the lesser curva- 
ture. The induration was fairly marked. An 
examination of the neighboring lymph nodes 
showed no epithelial invasion, so we took it for 
granted that the lesion was non-malignant. 

A short posterior-loop gastro-enterostomy 
was made. The opening, when finished, would 
easily allow two fingers to invaginate a portion 
of the wall of the jejunum through the open- 
ing into the stomach. Care was taken to 
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stitch the transverse mesocolon to the line of 
the gastro-enterostomy by interrupted cat-gut 
stitches. 

Before closing the abdominal opening, the 
appendix was examined by touch and found to 
be adherent and slightly thickened. A criss- 
cross incision was made at the usual site and 
this organ removed. 

The gall-bladder was apparently normal and 
no other lesion could be found. The abdomi- 
nal wall was closed by cat-gut in layers; two 
deep silk worm gut stitches were introduced 
for tension and the skin closed with a con- 
tinuous fine silk worm gut. 

There was nothing unusual in the progress 
of the case for eight full days. The tempera- 
ture and pulse reached their greatest elevation 
on the day following the operation, both being 
at that time 100. He was fed by rectum: for 
four days, then given small quantities of broth 
by mouth. Later orangeade with albumen in 
small sips and beef juice were allowed ard six 
days after the operation, oatmeal gruel was 
added to the diet list. This diet was adhered 
to for the remainder of the eight days follow- 
ing the operation. On the morning of the 
ninth day the temperature was 98, respiration 
20, pulse 72. At 9 o'clock that morning he 
began to complain of pain in the region just 
left of the wound over the costal border and 
extending round to the back. His temperatur2 
and pulse were normal at the time. 

The dressings were changed, thinking I 
might find some reason for the pain. Upon 
snipping the stitches in several places, i dis- 
covered the skin union had not progressed 
well; in fact, it showed a slight tendency to 
open. There was, however, no redness nor in 
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flammatory swelling about the wound. He 
was given a grain of codein and I-100 of 
atropine about 12 o'clock, at which time he 
complained of being nauseated and likewise 
of an increase of pain. There was still no evi 
dence of a dilated stomach. 

About I p. m. he was resting quietly from 
the injection. His temperature had fallen at 2 
o'clock to 97.6, his respiration was 26, but his 
pulse had gone to 110. Bowel movements 
were urged by glycerine and afterwards by 
aium injections. I found his pulse at 4:30 had 
dropped to 96 and at 10 o'clock that night to 
85. 

The patient continued, however, to suffer 
from the nausea, vomiting became more and 
more frequent. The vomited matter was at 
first yellow, later dark. An examination re- 
vealed at this time a largely distended stom- 
ach, the greater curvature was found below 
the umbilicus. He refused absolutely to have 
his stomach washed. At 12 o'clock (mid- 
night) the pulse showed a decided loss in 
volume, though it had not increased in rate, 
and as the patient continued to vomit, I de- 
cided to reopen the abdominal wound. This 
was done under ether-narcosis. I found no 
union in the wound, and as the outer silk 
worm gut and the inner catgut stitches were 
cut the walls fell apart. There was a sero 
bioody fluid here and there throughout the 
wound. 

The stomach was immensely dilated, ir 
fact, it reached well down to the pelvis. I 
experienced considerable difficulty in bring: 
ing the organ up through the abdominal 
wound, which was fully five inches long. So 
great was this difficulty that I increased thc 


- size of the wound. I was much impressed 


with the fact that a dilated stomach was 
like a great heavy bag, hard to handle and 
return to its normal position. * 

The walls were somewhat thinned, but there 
was nowhere any sign of peritonitis. After 
bringing the stomach out of the wound in 
order to allow an exploration of the former 
field of gastro-enterostomy, I found the :nion 
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complete in every particular. The transverse 
mesocolon was firmly united to the line of 
suture, though the symptoms had led me to 
fear a hernia at this site. The opening be- 
tween the jejunum and stomach was just as 
it was at the end of the operation, that is, it 
admitted two fingers. 

The bowels were flat, contained little or no 
gas or fecal matter. The portion of the jej- 
unum proximal to the anastomosis was not 
dilated, nor did it show any pathological 
change to the eye or touch. The duodenum 
was not dilated. The pylorous was patulous 
and the distension was wholly limited to the 
stomach. Finding this state of affairs and 
no evidence of inflammatory or other lesion 
save an absolute paralytic stomach wall, the 
question arose: What could I do to relieve 
the patient? Under the circumstances, I de- 
cided there was but one course to follow, that 
was gastrostomy. 

A portion of the stomach was brought 
through an opening to the left of the original 
incision, between the outer fibers of the rectus 
muscle. This was opened and drained by 
means of a large rubber tube. The large in: 
cision was closed with through and through 
figure eight silk worm gut stitches. It might 
be well, in passing, to state that the portion of 
the stomach wall which was opened and 
drained was that immediately anterior to the 
base of the omentum on the anterior floor of 
the organ. This was sutured in the rectus 
split high up, just under the costal arch. Fix- 
ing the lower portion of the stomach in this 
way to the abdominal wall, I thought would 
prevent a return of the viscus toward the 
pelvis. The fluid in the stomach did not flow 
through the tube, but had to be pumped out 
in order to diminish the size of the organ and 
relieve the pressure upon the surrounding 
structures. 

The tube was connected with a bottle at the 
side of the bed. Vomiting immediately ceased 
and after a primary rise of pulse and tempera- 
ture to a moderate degree, they returned to 
normal by the end of thirty-six hours. 
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The drainage from the tube was not free 
for several days, indicating a flaccid condition 
of the organ. It was eight days after the 
operation when the drainage tube was re- 
moved, because the stomach was apparentiy 
not able to take care of itself earlier. The 
mucus membrane of the stomach evaginated 
into the opening upon removing the tube, and 
for five days very little drainage took place 
out of the wound. During this time, the pa- 
tient drank freely of buttermilk, broth al- 
buminades, beef juice and gruels. The bow- 
els moved freely, stools appeared to be normal. 

All pain subsided after this second opera- 
tion, and recovery was uneventful save for the 
difficulty experienced in causing the gastric 
fistula to close. This difficulty might seem to 
be due to a possible obstruction to onwar/ 
flow from the stomach. Had I not examined 
the gastro-enterostomy carefully when reopen- 
ing the abdomen I might have thought so, bu’ 
this I at least proved to my own satisfaction, 
did not exist. The only explanation of a pro- 
longed recovery from the fistula was the low 
position of the gastric opening itself, being at 
the bottom of the viscus. The patient I havc 
lost track of for several months, and do not 
know his present condition. 

The salient features to which I desire to 
direct attention are these: 

First, there existed an ulceration with a 
catarrhal stomach. 

Second, a_ gastro-enterostomy was per- 
formed, making a good opening between the 
stomach and bowel. 

Third, following the operation, there was 
absolutely no evidence of stomach or bowel 
dilation until the ninth day, and that within 
twelve hours or thereabouts after that time, 
the stomach dilation was so great that its 
greater curvatures reached the pelvic cavity. 

Fourth, the stomach at the second operation 
resembled a large inert bag full of fluid and 
after this organ was opened, the fluid still 
remained within its wall and had to be pumped 
out through a tube. 

Fifth, it required about eight days for the 


stomach to regain its tone so that it could per- 
form its function of propelling its contents 
onward. 

Sixth, there was no attempt at union in 
the abdominal wound. 

Seventh, the reopened wound which did not 
heal between the first and second cpera- 
tion, healed quickly and fully without inflam- 
mation after the second operation. 

The conclusions to which I am led are these: 

The gastro-mesenteric ileus in this case was 
not due to obstruction. The second cpera- 
tion proved the opening between the stomach 
and bowel was still patulous. The pylorous 
was not at all contracted, nor- was the duo- 
denum dilated. 

The stomach itself was absolutely paralyzed 
and incapable of contracting, even after pump- 
ing out its fluid contents, and this paralysis 
lasted fully a week after the gastrostomy. 

The lack of union in the abdominal wall, 
which portion of the wall is supplied by the 
same spinal segment as that which innervates 
the stomach, was caused by some trophic 
changes in the spinal cord. 

The only explanation of this apparent lesion 
ef the cord which seems tangible is the one 
of chemic intoxication, as the question of sim- 
ple shock from operative procedure was cer- 
tainly excluded by the lapse of eight full days 
w:thout symptoms. 

The source of this intoxication would seem 
tc be from the alimentary canal itself. 

During the eight days of convalescence, the 
patient was allowed some albuminous foods 
which possibly constituted the chemic basis for 
such an intoxication. 

The lesson, if a lesson might be taught by . 
a single case, is: 

First, the uselessness of gastro-enterostomy 
as a means of drain for a paralyzed stomach. 

Second, the need of early stomach washing 
before marked paralysis and dilation can be 
detected to relieve tension and possibly to 
diminish intoxication. 

Third, if after several washings the stomach 
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continues to dilate, the necessity of making 
free drain by means of gastrostomy. 

Fourth, the necessity of keeping the stom- 
ach and bowel as free from alimentary mate- 
rial during the first week or ten days after 
operative procedure on the alimentary canai, 
as the patient’s general condition will ailow. 
I believe the nitrogenous foods are the most 
harmful. 

Having seen a reasonable number of these 
cases and believing the majority of gastro- 
mesenteric ileus attacks are due to a similar 
cause this case throws light on the entire 
class. I believe it is reasonably apparent that 
the attack resulted from a trophic change in 
the spinal segment which has to do with in- 
nervating the stomach. The probability is 
that injury, operative shock, psychic shock, 
over feeding and other causes which upset nor- 


mal alimentary function or lead to intoxica 
tion might bring about this condition. I have, 
for a long time, considered the term gastro- 
mesenteric ileus misleading, and prefer to look 
upon the condition as a paralysis of the stom- 
ach from a central condition. 

Among the many instructive findings which 
might refer to central lesion are: 

The marked quantity of fluid due to secre- 
tcry activity and the large amount of gas 
formed in a paralyzed bowel. 

A discussion of these, however, would take 
us beyond the limit of such a paper, and I 
ecnclude with the suggestion that every case 
of gastro-mesenteric ileus which resists stom- 
ach washing should be drained by means of a 
gastrostomy and that such a drain be main- 
tained until the stomach wall has regained its 
tone. 


ANTIMENINGITIS SERUM. 


S. Flexner, New York (Journal A. M. A. 


October 30), says that it is now three years 
since the antimeningitis serum has been thera- 
peutically employed in this country and within 
that period its employment has extended into 
Great Britain, France and Germany. Here- 
tofore, the epidemics in which it has been 
used have been mostly on the down-hill grade 
at the time and a fair test of its efficiency dur- 
ing the period of the height of the incipient pe- 
riod of an epidemic when the mortality is at 
its height has not been made until the present 
outbreak in France. He gives tables showing 
the results of analysis of 712 cases of epidemic 
cerebrospinal meningitis, which had been 
treated with the antimeningitis serum, the 
one showing the mortality according to age 
groups, and the other according to day of in- 
jection. These tablets are instructive as show- 
ing the importance of early injections of the 
serum, especially in the early years of life 


when the mortality is greatest. Flexner hopes 
to consider them in more detail in the near fu- 
ture. He emphasizes a point to which he has 
previously referred, namely, the importance of 
experience with the serum in securing the best 
results from it. The tables also show an in- 
creased mortality in the two highest age pe- 
riods, approximating to that of infancy, which 
is not wholly accounted for. The explanations 
that suggest themselves are, that among older 
individuals there tends to be a large number 
of very severe, rapidly fatal cases, or that older 
persons are less subject to the beneficial action 
of the serum. He also touches on the point 
that the study of certain groups of cases com- 
ing under one observer indicates that the diag- 
nosis can sometimes be made before the usual 
symptoms of meningeal irritation appear. 
The cerebrospinal fluid removed by explora- 
tory lumbar puncture reveals the presence, of 
the meningococcus and an immediate injection 
of the serum either abruptly terminated the 
case or the disease ran a relatively mild course. 
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*THE TREATMENT OF ADVANCED EXTRAUTERINE PREGNANCY. 


By REUBEN PETERSON, M.D. 


Professor of Obsterics and Gynecology, University of Michigan; Obstetrician and Gynecologist-in- 
chief to the University Hospital. 


Ann Arbor, Mich. 


In extrauterine pregnancy rupture occurs 
in the great majority of cases during the first, 
second or third months of gestation. Fur- 
thermore, rupture of the ectopic sac almost 
always means death of the fetus from sepa- 
ration of the ovum or placenta from the wall 
of the tube. Occasionally enough of the pla- 
centa remains attached to the tube wall to 
nourish the fetus and permit of its further de- 
velopment. Still more rarely the pregnancy 
may go on to term without rupture. That 
these two last terminations are exceptional is 
demonstrated by the experience of most op- 
erators of ever large experience who rarely 
meet with more than one case of advanced 
extrauterine pregnancy in their operative 
life times. Again the infrequency of extrau- 
tering pregnancy beyond the sixth month is 
shown by the work of Sittner. This author 
after a most exhaustive search through the 
literature, has been able to collect only 165 
cases occurring between the years 1813 and 
1906, where the fetus was alive and viable 
when the patients were operated upon. Hence 
every case of this comparatively rare condi- 
tion should be reported, since the operator 
can not depend upon his own experience. 
When called upon to treat such cases his 
treatment must necessarily depend upon the 
accumulative experience of others. The work 
of Sittner referred to above is a storehouse of 
information, practically containing everything 
in the literature of advanced extrauterine 
pregnancy with viable fetus. Every one in- 
terested in this subject is under great obliga- 
tions to this author, since the thoroughness 


with which he has performed his task makes 
repitition unnecessary. 

The following case was briefly reported be- 
fore the Chicago Gynecological Society at the 
meeting of December 18, 1908, and may be 
found in the transactions of that society in the 
American Journal of Obstetrics, April 1909, 
page 651. 

Mrs. M , aged 33, primipara, married 
nine years, menstruated normally the early 
part of June, 1908. She followed in July but 
not naturally, as there were irregular dis- 
charges of blood during the remainder of that 
month and August. At times she flowed 
enough to just. soil a napkin, at other times 
it came with a gush, two or three teaspoonsful 
at a time and bright red in color. Life was 
felt first about the middle of October and has 
been quite noticeable ever since but always in 
the left side. The patient has had a great 
deal of abdominal pain for the past two or 
three months and has not felt well. About 
the middle of November she began to suffer 
from headaches, dizziness, disturbance of vis- 
ion and edema of the lower extremities. Ex- 
amination of the urine at this time showed a 
considerable quantity of albumen and siumer- 
ous casts. The headache and eye eymptoms 
have grown progressively worse in spite of 
treatment. She has had colicy pains in we 
abdomen ever since August, although these 
pains have been much worse since October. 
She thought they were due to the contractions 
of the uterus. During the early part of Aug- 
ust the abdominal pains were exceptionally 
severe and were ascribed to peritonitis. 


* Read before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 
14-16, 1909. 
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I saw the patient December 12, 1908, in 
consultation with Dr. T. E. Sands, of Battle 
Creek, Michigan, at the Nichol’s Hospital in 
the same city. Examination showed the pa- 
tient to be well nourished but quite anemic. 
There was a marked puffiness of the eye lids 
and edema of the extremities as high up as 
the knees. The breasts showed the ordinary 
signs of pregnancy. The shape of the abdo- 
men was peculiar. Instead of the ordinary 
dome shaped swelling. of pregnancy, the supra 
region was quite flat, the abdominal swelling 
increasing toward the umbilicus where it 
ended in a kind of a peak. The abdomen was 
exquisitely tender, interferring greatly with 
palpation. What appeared to be a fetal head 
could be made out in the left flank. The 
fetal back and extremeties were also to the 
left of the median line. Fetal movements and 
heart sounds were also distinct on the same 
side. Extrautering pregnancy was suspected 
but a positive diagnosis could not be made. 
The sensitive abdomen made a more thorough 
examination impossible. Examination under 
enesthesia showed the cervix soft, low down 
in the pelvis and patulous, easily admitting 
the tip of the finger. It was continuous with 
soft, elastic, immovable mass reaching 
across the posterior part of the pelvis. No 
definitely enlarged uterus could be made out 
above the pubes. The fetal head, located in 
the left flank, could be easily palpated through 
the vagina, and the fetal parts could be readily 


-mapped out. An_ incarcerated, retroverted 


uterus with stretching of the anterior wall 
due to pregnancy was considered a posibility. 
A sound was passed backward and to the left 
a distance of five and a half inches. It could 
not be passed to the right until it was with- 
drawn and then it passed in that direction for 
the same distance. The anterior and posterior 


cervical walls were incised enough to ailow of ° 


the introduction of the finger, when it was 
seen that we had to deal with an empty en- 
larged bicornate uterus. The diagnosis of 
extrauterine gestation being established, the 
abdomen was opened in the median line by a 


five-inch incision. The sac lay immediately. 
beneath the incision and the placenta led 
down to the right tube, che greater portion of 
it being in the posterior cul-de-sac but not at- 
tached to it. The sac was ruptured and there 
was a small amount of free blood in the peri- 
toneal cavity obove the fetus which lay al- 
most entirely to the left of the median line. 
The membranes were slightly attached to two 
loops of small intestines. The cord was 
clamped and the child removed. It only 
breathed a few times after removal. The ad 
hesions to the intestines were carefully loos- 
ened, the infundibulo-pelvic ligament © and 
uterine end of the tube clamped and the pla- 
centa removed. It was easily freed from its 
few adhesions. The sac was also removed 
entire except for a few shreds attached to 
the intestines. The uterus together with the 
other tube and ovary were buried in adhes- 
ions and it was thought best to remove them. 
A complete hysterectomy was accordingly 
performed, drainage being secured by gauze 
leading out through the vagina. The abdom- 
inal incision was closed in the usual manner 
without drainage. The patient had a good 
pulse at the completion of the operation and 
at no time suffered from shock. The abdom- 
inal incision healed by primary union and the 
patient made a good recovery. 

Pathological Report——This report was not 
complete because the specimen was preserved 
in Kaiserlin for museum purposes. 

A fetus 32.5 cm long, greatest diameter of 
head 22 cm., bisacromial diameter 14.5 cm., 
bitrochanteric diameter 7cm., lenght of cord 
22 cm., length of nails 3mm., occipito-breg- 
matic 9 cm., parie:o-mental II cm., bitempo- 
ral 6.5. 

It is a male fetus without malformation, 
with the exception of a maked pes valgus on 
either side—right side greater than left: 
There is a fine hair on head averaging I cm. 
in length. Sutures all open. Boundaries of 
fontanelles not well defined. Orifices of body 
are normal. No lesions nor other abnormali- 
ties. 
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A bicornate uterus 11 cm. long in the me- 
dian line, 12 cm. long from extremity of 
either horn to external os. A partition 5 cm. 
long partially separates the two horns. The 
uterus is 10.5 cm. broad in greatest diameter, 
5 cm. thick in greatest diameter. 

In the above case we had to deal with the 
most common form of secondary abdominal 
pregnancy, where the rupture of the tube 
had been followed by the escape of the fetus 
into the abdominal cavity, enough of the 
placenta escaping destruction to allow of the 
further development of the fetus. Of the 43 
collected by Sittner in his last article pub- 
lished in 1908, there were 6 intact tubal preg- 
nancies, while in 3 the ovaries were intact, 
3, being classified as primary abdominal preg- 
mancies. The gestation sac was ruptured in 
29 tubal and one ovarian pregnancy. In one 
instance the fetus had been set free by tubal 
abortion. 

In the case reported the placenta and sac 
were only slightly adherent and were so mova- 
ble as to allow of a preliminary clamping of 
the blood supply of the side on which the 
placenta was situated, in this way rendering 
the operation almost bloodless. 

The pain which was a marked sympton of 
this case may be explained in part by the con- 
tractions which usually are an accompaniment 
of ectopic pregnancies and in part to the ad- 
hesions, although they were not extensive 
enough to account for the discomfort the 
patient experienced. Albuminuria with casts 
in connection with an ectopic pregnancy is 
not particularly common so far as my reading 
and experience go. Nicholson mentions the 
presence of albumen and casts in a patient 
upon whom he operated at term for an ex- 
trauterine pregnancy. But in his case the 


fetus was incarcerated and the patient had a 
temperature with an increased pulse rate. It 
is more than probable that the urinary condi- 
tion in this case was due to the sepsis. 
The bicornate uterus was a coincidence and 
had nothing to do with the ectopic gestation, 
still it complicated the diagnosis, especially 


since the broad fundus was retroverted and 
adherent. Of course, the true condition was 
at once revealed when the cervix was bisected 
and the finger passed to the fundus. 

In this case there was only one thing to do 
as far as treatment was concerned. The pati- 
ent was pregnant either within the uterus or 
outside of it. Her condition was serious, in 
that her urine was becoming progressively 
worse in spite of treatments, while her head- 
aches, eye symptoms and general edema 
showed that she was not far removed from an 
eclamptic attack. The only course to pursue 
under these conditions was to terminate the 
pregnancy wherever situated and this we were 
prepared to do when the patient was an- 
esthetized for examination. 

The mode of procedure is not so apparent 
when symptoms of intoxication are absent 
in a case of advanced extrauterine pregnancy. 
During the first few months the indications 
for operation are positive in extrauterine ges- 
tation. There may be some discussion as to 
the advisability of operating immediately after 
rupture has occurred on account of the addi- 
tional shock entailed by the operation. But 
the indication is clear to remove the extrauter- 
ine gestation sac if this can be done safely. 
The chances of rupture, primary or secondary, 
and death from hemorrhage are so great, that 
as far as the mother is concerned, the indica- 
tions are to remove the products of conception 
at once by operation. And in the first half 
of pregnancy the fetus may be considered a_ 
negligable factor, since its chances of escaping 
death through rupture or malnutrition in an 
extrauterine pregnancy are slight. 

In a case of advanced extrauterine preg- 
nancy where probably rupture has already oc- 
curred without causing the death of the fetus 
the question is a little different. The placenta 
in a case of secondary abdominal pregnancy 
is more firmly attached, hemorrhage is less 
liable to occur and the chances that the fetus 
will reach the age of viability infinitely 
greater. 

Shall the extrauterine child, approaching 


? 
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the age of viability, be given a chance for an 
independent existence by postponing the 
operation until just before full term? Before 
the operators answers this question affirma- 
tively he will want to know the risk to the 
mother postponement of the operation entails. 
How often Coes rupture, primary or second- 
ary, occur in cases of advanced extra-uterine 
gestation? If it be of frequent occurrence the 
question is settled once and for all. If 
hemorrhage occurs even as frequently or is 
as menacing as in placenta previa, there will 
always be found those who, even with the 
patient under the best surrounding, will con- 
sider it unjustifiable to allow the pregnancy 
to continue. On the other hand, the tendency 
of modern obststrics is to be more and more 
conservative about terminating pregnancy, 
unless the mother’s life be in great danger. 
If Sittner’s figures are approximately correct, 
hemorrhage from rupture in cases of advanced 
extrauterine pregnancy is not particularly 
common, since operation was performed for 
this reason alone only 8 times in 165 cases 
or in 4.8 per cent. Thus it would seem as if 
Sittner were correct, when he claims that the 
danger of hemorrhage after the fifth month is 
not so great that the life of the child need not 
be considered. 

But is the extrauterine child of much value 
after it has been saved? No operator would 
want to advocate additional risks to the 
mother if the chances were largely in favor 
of such children being so weak and puny that 
they die shortly after being delievered. The 
same would hold true if the majority of such 
children are malformed and crippled so that 
even if they survive the critical period of 
infancy, they are doomed to lead more or less 
pitiable existences. Here again we must turn 
to Sittner for facts. He is able to report upon 
122 children delivered through operation in 
cases of extrauterine gestation. Of these 63 
or over half lived beyond the first month. 
Twenty-three or 18.8 per cent lived beyond 
the first year, 6 lived to be over 6 years of 
age, one reaching the age of 19. 


Sittner’s statistics on deformities and lack 
of development in the children are also in- 
teresting. Of 93 children only 10 were se- 
riously deformed, in five the deformities being 
so extensive as to cause death. Most of the 
deformities mentioned are of the head and ex- 
tremities. Compression of the skull has been 
noted a number of times, probably due to ab- 
sorption of the liquor amnii and pressure. 
Hence it may be concluded that while deform- 
ities are not uncommon with extrauterine chil- 
dren, they are not.so frequently as to preciude 
attempts at saving their lives by operative 
measures, performed at times most favorable 
to the children. 

Still even with these two questions disposed 
of the surgeon will hesitate to postpone opera- 
tion, if by so doing he is increasing the techni- 
cal difficulties of the operation to such an ex- 
tent as to greatly add to the danger of the 
mother. In other words, how are the two 
bugbears in the operative treatment of this 
class of cases, hemorrhage and sepis, affected 
by the postponement of the operation? Al- 
though in the case reported above, the control 
of the hemorrhage was a very simple matter, 
for the placenta was so situated as to allow 
the ovarian and uterine arteries to be easily 
clamped, such is not always the case. Taylor 
has called such a placenta “ball-like” in con- 
tradistinction to the “discoid” variety, which 
has only one surface free from vascular at- 
tachments. It is from this latter kind of pla- 
centa that the terrific hemorrhages arise when 
attempts are made to detach it. Leaving, the 
placenta behind after removal of the child, 
Sittner considers a good criterior of the dif- 
ficulties of the operation. He finds that the 
operator was forced to leave the placenta in 
the latter part of pregnancy in about the same 
percentage of cases as in the earlier months 
of the viability of the child. Thus the danger 
of waiting, as far as hemorrhage is concerned, 
need not decide us against such a procedure. 

Again the postponement has been overdone 
for fear of hemorrhage, some advocating 
operation weeks after the death of the fetus, 
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thus giving time for the placenta to become 
loosened. To the modern abdominal surgeon 
there is something repugnant in this mode 
of procedure. While he plans to avoid hem- 
orrhage in every possible way, he is not in the 
habit of dodging an operation for fear of it. 
Instead he davises means for the control of 
the hemorrhage. If one method fails, he em- 
ploys another. Especially true is this where 
another, although more frail, life is at stake. 
I am not belittling the hemorrhages one may 
get during the attempt to remove a placenta 
without first controlling its blood supply. I 
have had too many cases of placenta previa 
not to have a great respect for hemorrhage 
from uncontrolled sinuses. Still the problem 
before the abdominal surgeon is to devise 
means whereby the placenta can be removed 
in every case and before the death of the child. 
He must do this because the patients do so 
much better when this has been accomplished. 
To quote Sittner again, in 95 cases from 1813- 
1906 the placenta was removed with a ma- 
ternal mortality of 21.05 per cent in compari- 
son with a mortality of 57.1 per cent in 70 
cases where the operator, for one reason or 
the other, was obliged to leave the placenta 
behind. 
Preliminary securing of the blood vessels 
supplying the placenta is almost essential in 
the discoid variety of placenta. This can be 
easily accomplished unless the placenta and 
sac are in such a position that the ovarian and 
uterine arteries are covered up. Ordinarily 
one can dissect off a superimposed mass, but 
not so with the placenta. If it lie in such a 
position it is better to let it alone and attack 
the uterus from the other side. Tie off the 
opposite ovarian and uterine arteries, cut 
across the cervix, secure the opposite uterine 
artery, then the remaining ovarian artery can 
probably be clamped. Removal of the pla- 
centa after the securing of hemostasis is not 
especially difficult even in the presence of ad- 
hesions to pelvic organs and intestines. In 
case the above plan of controlling the blood 
supply of the placenta seems impracticable 
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for any reason, it may be possible to tie the 
internal iliacs, then compression of the aorta 
above the origin of the ovarian arteries will 
be sufficient to secure hemostasis. Werder 
suggests the use of Halstead’s apparatus for 
the compression of the aorta, or compression 
o fthis artery by means of rubber protected 
forceps similar to those used in intestinal 
work. The reason, in my opinion, why the 
question of hemostasis in extrauterine cases 
has not been better worked out, is that each 
operator has had to few cases whereby the 
technique could be improved. This is one 
of the instances where in a way the technique 
must be improved from @ priori reasoning, 
as far as each individual operator is concerned. 
Moreover, it is obligatory on the surgeon who 
may be called upon to operate upon such pati- 
ents to have his plan of action already out- 
lined, else it may mean the losing of his pa- 
tient. 

Where for any reason it becomes impossible 
to remove the placenta, the best results have 
followed the stitching of the sac to the ab- 
dominal wall and protecting it together with 
the placenta from the peritoneal cavity by 
gauze packing. Here is an instance where de- 
pendent drainage through the vagina should 
be secured if possible. Many cases have been 
reported where abdominal drainage proved 
inefficient, yet the patient was saved through 
vaginal drainage. 

Taylor’s suggestion, where the placenta can- 
not be removed, to depend upon the asepticity 
of the operation and leave behind the pla- 
centa after closing the abdomen without drain- 
age may be all right theoretically, but prac- 
tically it does not appeal to one. Nor has it 
been particularly successful in those cases 
where it has been tried. 


CONCLUSIONS. 


First—Wherever conditions permit, opera- 
tion for the removal of the gestation sac is 
indicated in the first half of an extrauterine 
pregnancy since, 

Second—At this period the mother is ia 
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great danger from rupture and sepsis, and 

Third—The chances for the survival of the 
fetus are very poor. 

Fourth—During the latter part of an ex- 
trauterine gestation the chances of rupture 
and a fatal hemorrhage are very much less 
(4.8 per cent) and, 

Fifth—the chances of the survival of the 
fetus are very much greater. 

Sixth—While malnutrition and malforma- 
tion of the extrauterine child are more com- 
mon than with the fetus under normal condi- 
tions, they are not frequent enough to con- 
traindicate attempts at saving its life, 

Seventh—Hence, under favorable  sur- 
roundings, when the patient can be watched, 
she should be allowed to go within two or 
three weeks of term before operation. 


Eighth—Since the maternal mortality is 
more than twice as great after operations in 
advanced extrauterine pregnancy where the 
placenta is left behind, 

Ninth—Its removal should be one of the 
cardinal principles of each operation. 

Tenth—In the “‘discoid” variety of placenta, 
where only a small surface of this organ is 
not attached, the blood supply must be con- 
trolled, either by tying the vessels, or by com- 
pression of the aorta before an attempt be 
made to remove the placenta. 

Eleventh—When for any reason removal of 
the placenta is impossible, the sac should be 
stitched and the placenta shut off from the 
peritoneal cavity by gauze. 

Twelfth—Despendent drainage through the 
vagina should be secured whenever possible. 


(SUININ AND UREA ANESTHESIA. 

A. E. Hertzler, R. D. Brewster and F. B. 
Rogers, Kansas City, Mo., (Journal A. M. A., 
October 23), report the results of their treat- 
ment and experimental studies with quinin and 
urea hydrochlorid anesthesia. They have been 
using the drug instead of cocain in all the 
cases of local anesthesia to their complete sat- 
isfaction. They found, as stated by Thibault 
(Journal Arkansas Medical Society, Septem- 
ber, 1907), that a perfect anesthesia is obtained 
which lasts from four to five hours. Dis- 
turbances in skin union sometimes occurred, 
however, making the wound slower to heal 
than when cocain is used. There was marked 
induration and thickening, and Hertzler un- 
dertook to determine the cause, and found 
that instead of being cellular it was due to a 
purely fibrinous exudate. To what extent this 
fibrinous exudate is subsequently converted 


into fibrinous tissue is not definitely deter- 
mined, but apparently nearly all is absorbed. 
With the 0.25 per cent. solution this induration 
did not occur to any notable degree, however, 
and this seems to be therefore the strength 
advisable to use in operations where speedy 
primary union of the skin is desirable and 
where anesthesia lasting more than several 
hours is desired. In operations in which de- 
layed action is unobjectionable, the stronger 
solutions are those of choice. He gives a num- 
ber of disorders where this anesthetic has been 
found satisfactory, such as drainage of the 
gall-bladder and of appendiceal abscesses, ex: 
ploratory laparotomies, hernias, cathations, va- 
ricocele and hydrocele operations, etc., and 
specially recommends it in anal operations and 
tonsillectomies. The advantages over cocain 
are the absolute safety and duration of anes- 
thesia. 
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*ABDOMINAL CAESAREAN SECTION FOR PUERPERAL ECLAMPSIA. 
By LANE MULLALLY, M.D. 


Professor of Obstetrics and Diseases of Children, Medical College State of South Carolina; 
Obstetrician, Roper Hospital. 


Charleston, S. C. 


Four cases of Puerpereal Eclampsia in four 
weeks with a comparison of the treatment in 
each, accounts for my presenting this paper to 
this Association. 

The first two cases were brought into the 
Roper Hospital with the usual history of 
eclampsia. Each having had convulsions for 
about six hours before being admitted. The 
first case was delivered under anesthesia by 
dilatation, instrumental and manual and high 
forceps, the second case by similar dilatation 
and version, each case occupying from one to 
two hours. In the first case convulsions con- 
tinued for twelve hours when the patient died. 
The second case had several convulsions after 
delivery and recovered.. Each of these were 
about seven months pregnant; the child of the 
first was dead at birth, the child of the second 
lived a few hours. The third case, a multipara 
with considerable scar tissue in the cervix, was 
anesthetized and an hour or more uselessly 
spent in attempted dilatation. The, external 
os was soft enough, but the internal os was 
like a steel band, the rigidity being so great. 

Finding it impossible to dilate the cervix, 
[ determined upon abdominal caesarean sec- 
tion, preferring this to vaginal caesarean sec- 
tion, and delivered the child in seven minutes, 
the whole operation when completed, occupy- 
ing twenty-seven minutes. The case was six 
months pregnancy, and the child was dead 
when delivered, in fact, was dead before the 
operation began. Convulsions continued in 
this case after the operation and the patient 
died. I believe, however, recovery would 


have taken place had the patient not been sub- 


* Read before the Southern Surgical and Gynecological Association, Hot Springs, Va., December 
14-16, 1909. 


jected to the prolonged shock incurred by at- 
tempting dilatation. 

The fourth case, a full term pregnancy, en- 
tered the hospital at midnight with a history 
of having had convulsions every fifteen min- 
utes since 8 a. m. of the same day. 

I determined in this case to do an abdomi- 
nal caesarean section at once. Chloroform 
was administered and the child delivered in 
six minutes, the wound closed and the patient 
returned to the ward in twenty-six minutes 
from the time the operation began. She had 
after the operation seven convulsions; the 
convulsions then ceased and she developed 
puerperal mania, this lasted three days, when 
the mania suddenly disappeared and she went 
on to an uninterrupted recovery. The child 
in this case died before delivery due no doubt 
to maternal toxemia and eclamptic seizures. 

My object in presenting this subject is to 
call attention to the advantages offered by 
abdominal caesarean section, both for mother 
and child, over other methods of. rapid evacu- 
ation of the uterus, and to assist into bringing 
into notice an operation which ten years ago 
was undertaken with fear and trepidation, and 
as a last resort. Both maternal and fetal 
mortality in eclampsia must be lowered. Too 
many women and unborn children die from 
neglect and lack of attention in the various 
toxemias. Too long have obstetricians held 
in awe caesarean section, probably on account 
of the high mortality at first attending it. 

Bounaire says that during the hundred 
years prior to 1876 every woman operated on 
in Paris for caesarean section died. With 
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such a mortality it is easy to understand the 
prejudice against the operation. 

Recently caesarean section with the perfect 
technique of the present day has materially 
lowered the maternal mortality, and the op- 
eration is selected not only on this account, 
but also for the reason that it offers better ad- 
vantages in saving the life of the child than 
many of the intra pelvic methods of delivery. 
In this day of advanced surgical technique 
the operation is far less dangerous than high 
forceps version and I believe vaginal caesar- 
ean section. A great deal has been written 
about the pathology and etiology of Puerpe 
ral Eclampsia, in fact it has been tersely stated 
“There is probably no obstetrical complication 


* about which more has been written and less 


really understood than the condition known 
as Eclampsia.” 

The chief reason why we have as yet found 
no satisfactory treatment is because we do not 
know the cause. The innumerable drugs and 
methods of treatment recommended show 
that we are as yet in the dark as regards a 
satisfactory treatment. The pathological find- 
ings of Dr. J. E. Welch in a recent article in 
the Journal of A. M. A. are valuable and to the 
point. The question arises however are they 
not the result of Toxemia and not the imme- 
diate cause of Eclampsia. That fetal metabo- 
lism has extended to such a point that the va- 
rious organs of elimination can no longer 
withstand the strain put upon them, they be- 
come as it were water-logged, and the over- 
flow produces convulsions. 

Fry Says: “If the lesions pass beyond the 
reparative stage before the termination of 
pregnancy death will necessarily result.” 
“There is no way to determine the progress 
of these lesions. They may have passed the 
reparative stage before the onset of convul- 
sions, but ordinarily this is not the case until 
after a number of convulsions have taken 
place. Having no means at our command of 
ascertaining when the lesions began and to 
what extent they have progressed the only 
safe rule to make is to terminate the preg- 


nancy as soon as possible after the first con- 
vulsion.” In other words cut short fetal 
metabolism by delivering the child, and you 
stop the supply of poison. Further, not only 
is the life of the mother endangered by delay, 
but also the life of the child, for the child suf- 
fers death from maternal toxemia and eclamp- 
tic seizures. Be the cause of eclampsia what 
it may, one thing stands out so plainly that it 
admits of no discussion viz: Puerperal eclamp- 
sia never occurs without pregnancy. What- 
ever may be the immediate cause certainly 
pregnancy is the primary cause, and all must 
agree that emptying of the uterus must be ac- 
complished to cut short the disease, and as 
each convulsion tends to lessen the woman’s 
chance of recovery as well as that of the child, 
the uterus must be emptied as soon as possible 
after the onset of eclampsia. 

In 1896 the International Congress at Ge- 
neva decided that according to the best au- 
thorities, the uterus should be emptied as 
quickly as possible after the onset of eclamp- 
sia. 

Edgar says that careful observation seems 
to show that danger is essentially passed in 
go per cent of cases immediately after the 
uterus is emptied. 

Davis says the most important indication in 
treatment is to secure elimination and the 
next is emptying the uterus. He should have 
reversed this and said empty the uterus and 
then secure elimination. 

Williams says when convulsions have oc- 
curred during pregnancy or labor I believe 
that delivery should be effected as soon as is 
consistent with the safety of the patient. 

Hirst says, It seems logical to evacuate the 
uterus as the first step in the treatment of 
eclampsia. 

McPherson says: “Until we have a more 
tangible knowledge of the actual cause of 
these toxemic convulsions, the only feasible 
treatment for the condition of eclampsia is 
immediate evacuation of the uterine contents 
followed by proper eliminative care in the 
puerperium. 
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Fry in a paper read before the A. M. A. 
entitled, “A Plea for the prompt evacuation 
of the uterus in Eclampsia,’ presents a con- 
clusive argument, in concluding, he submitted 
this statement: 

“According to the Bureau of Statistics in 
the Census Department about 2,606,860 babies 
are born annually in the United States. Mak- 
ing the allowance for the usual proportion of 
plural births, this would represent 2,592,378 
labors. Estimating one case of eclampsia to 
every 400 labors would give 6,480 cases of 
eclampsia every year. Under the expectant 
plan of treatment the mortality is placed at 
25 per cent, and under prompt evacuation of 
the uterus 10 per cent, a saving of 15 per cent 
This means that by radical treatment instead 
of the expectant the lives of 972 mothers 
will be saved each year in the United States.” 

Granting rapid evacuation to be the ra- 
tional treatment, what is the best means of 
rapid evacuation of the uterus that will cause 
least injury to the mother and child. 

I contend that this is best accomplished by 
Abdominal Cesarean Section, and why? 

To begin with, time is an important ele- 
ment both for mother and child. The entire 
time consumed in performing abdominal caes- 
arean section in the hands of any operator 
ned not occupy more than thirty minutes. On 
the other hand dilatation of the cervix alone 
consumes anywhere from forty minutes to 
one and a half hours. Added to this is the 
time consumed in the application of forceps 
and delivery or version and delivery. The 
shock from caesarean section must be admit- 
ted to be far less than the prolonged anesthe- 
sia and manipulation necessary with forceps 
or version. 

Besides Davis says: “In my experience the 
rapid removal of the fetus through the abdo- 
men sometimes brings agout a remarkable 
improvement in the circulation with improved 
secretion and consciousness.” 

I can not see why the shock should be any 
greater than an ordinary laparotomy. Rey- 
nolds says most obstetricians agree that dif- 


ficult high forceps or versions are more se- 
vere than caesarean section. 

Warren says difficult high forceps or late 
podalic version is more dangerous to mothe 
and child than Laparatomy. Reddy considers 
the operation much simpler than many ap- 
pendectomies or accouchment force. 

Allen says: “In these virulent cases of ec- 
lampsia when immediate devilery is demand- 
ed, abdominal section will empty the uterus 
more quickly and safely than any other op- 
eration.” 

Davis says: “If eclampsia is to be treated 
by rapid delivery, abdominal section can cer- 
tainly compete with rapid dilitation and ex- 
traction of the fetus.” 

Among the indications put down for caesa- 
rean section an eclampsia in women with rigid 
cervices and when prompt interference is de- 
manded. Valuable time is certainly lost in 
ascertaining a rigid cervix and the danger of 
shock is thereby increased. 

Edgar says: “The cervix uteri is composed. 
of constricting and dilating muscle, and while 
it is true that the first convulsion usually in- 
duces labor still the resulting asphyxia ex- 
erts a marked constricting action upon the 
body of the uterus and cervix which is es- 
pecially morked at the internal ring of the os 
Therefore and methods of rapid manual dila- 
tation of the as that is undertaken before the 
internal os has been made partially at least 
to disappear, is attended with great danger of 
uterine rupture. We believe a warning should 
be sounded against the careless undertaking 
of rapid manual dilatations of the os partic- 
ularly in eclampsia. Moreover undue shock 
has resulted from the dragging of a fetus 
through an imperfectly dilated os, to say 
nothing of the loss of the child.” 

Added to these dangers we have the risk 
of sepois in high forceps which is greater 
than abdominal caesarean section. In the 
morbidity following caesarean section may be 
mentioned adhesions to the anterior abdomi- 
nal wall and hernia, neither of which are im- 
portant. 
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Let me now mention some of the objectons 
to vaginal caesarean section which has many 
strong supporters and which appears to be 
the chief rival of abdominal caesarean sec- 
tion. 

In vaginal caesarean section there is greater 
danger of sepsis for we must all admit that 
it is most difficult if not impossible to render. 
the vagina thoroughly aseptic. 


There is danger, too, of the incision ex- 


tending into the peritoneal cavity, rupturing 
the Broad Ligaments and causing extensive 
hemorrhage, also danger of injury to the blad- 
der and rectum. Oftimes there is great diffi- 
culty in pulling down the cervix which makes 
it almost impossible to make your incision by 
sight, hence it must be done by touch which is 
not surgical and in sewing up the incision the 
same difficulty is encountered in putting in 
the stitches in the upper angle. No one can 


gainsay that vaginai caesarean section should 
not be allowed to be performed except by 
those who have had a large experience in 
gynecological work. On the other hand ab- 
dominal caesarean section can be performed 
in less than thirty minutes and by any obste- 
trician. The’ field of operation can be 
thoroughly and quickly prepared in an asep- 
tic manner, the operation is performed with 
everything in full view and the danger of 
hemorrhage is slight and the danger to the 
child nil. 

In conclusion I want to say that I have reit- 
erated the fact that in all cases of puerperal 
eclampsia rapid evacuation of the uterus is 
the rational treatment, and it should be done 
in a way that will cause as little injury to 
mother and child as possible. I have endeav- 


ored to prove that this can best be accom- 
plished by abdominal caesarean section. 
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THE SOUTHERN SURGICAL AND GYNECOLOGICAL 
ASSOCIATION. 

The contents of the present issue are coim- 
pcsed entirely of papers read at the recent 
meeting of the Southern Surgical and Gyn- 
ecological Association at Hot Springs, Va., 
presided over by Dr. Stuart McGuire, of Rich- 
mond. It was the best attended meeting in its 
history and a large number of papers were 
read and discussed. The complete preceed- 
ings are published in the annual volume of 
Transactions, which are distributed to the 
members and deposited in the leading medical 
libraries of the world, 

The next meeting will take place in Nash- 
ville in December, 1910, under the presidency 
of Dr. W. O. Roberts, of Louisville, Ky. 

It is interesting to recall the tremendous 
amount of scientific work which this Associa- 
tion has done. Its notable work and active 
discussions, no less than its distinguished per- 
sonnel make it, perhaps, one of the mos! suc- 
cessful surgical societies of the day. It was 
founded in 1887, largely through the personal 
efforts and enthusiasm of Dr. W. E. B Davis. 
The following prophetic words occur in the 
address of its first President, the late Dr. W. D. 
Haggard: “We enter hopefully upon the work 
we have undertaken as cultivators of the art 


ct Surgery and Gynecology in the South. We 
are now young and vigorous. Let us work in 
the hey-day of youth, that we may keep and 
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add to our strength and influence. Long then, 
may this and kindred associations last, and 
may our own prove not the least worthy and 
efficient of them all!” 

Only thirteen of the founders are alive and 
active in the Association at this time, but the 
work has gone gloriously on. Now its limited 
membership of 200 is full and there is a large 
waiting list applying for Fellowship. 

The contributions before this Association in 
the past have been noteworthy. An inierest- 
ing early custom was the annual oration pon 
some of the past-masters of surgery, who lived 
and wrought in the South. A memoriai of 
McDowell, by the scholarly McMurtry, was 
most inspiring and is of particular moment at 
this, the passing of the one hundredth anniver- 
sary of his immortal ovariotomy. Another me- 
morial was upon the life and work of Dr. J. 
Marion Sims, by Dr. John A. Wyeth, who 
presented the Association with a gavel made 
from a portion of the office table used by Dr. 
Sims in his lifetime. Dr. Souchon, of New 
Orleans, also wrote most interestingly of Sims’ 
residence in Paris while Dr. Souchon was an 
interne at La Charite. ' 

At the Nashville meeting thirteen years ago, 
the late lamented Dr. Richard Douglas made a 
masterly address on the surgical achievements 
of that great and revered man, Dr. Paul F. 
Eve. 

The presidential addresses before this As- 
sociation would alone comprise a valuable con- 
tribution to the art of surgery. It is difficult 
to overestimate the missionary work dore by 
an Association of this sort in the dissemina- 
tion of practical knowledge and the stimuia- 
tion of surgical endeavor throughout the 
South. It is extremely interesting now to look 
back upon reports of small series of abdomi- 
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nal sections done tentatively, but laying the 
foundation for future advancement. Some of 
the early experimental work on intestinal an- 
astomosis was reported by the brothers Davis, 
ci Birmingham, and Brokaw, of St. Lonis. 
Later the elder Davis read of intestinal an- 
astomosis without mechanical device. This 
was in the early day before the perfection of 
that wonderful mechanical aid, the Murphy 
button, which has done so much for surgica! 
advancement. The early work of Dr. W. E. B. 
Davis upon the gall-bladder, and his epoch- 
marking contribution showing the feasibility 
of drainage of the common duct was brought 
out in this Association. The vigorous pio- 
neer work of Joseph Price, the disciple of Tait, 
was the inspiration of a large group of men 
who took up his work in America. Dr. Price 
has been a most indefatigable worker in this 
coterie and almost an annual contributor. 

The appendicitis discussions in the early 
nineties were most illuminating and did much 
to crystallize the thought and action of sur- 
geons of this section in the conquerings of that 
dread malady. A memorable discussion also 
occurred in 1896 on bullet wounds of the ab- 
domen, and so convincing was the paper and 
the unanimous conclusions of the members 
that it was voiced in a resolution by Dr. EI. A. 
Kelly that immediate abdominal section 
should be performed in all penetrating 
wounds of the abdomen. This sentiment, 
which was crystallized on that occasion, has 
done much for emergency surgery, and in 
spite of the experience in the Spanish-Ameri- 
can war, it is still the rule of action in civil 
practice. 

Dr. F. W. Parham, of New Orleans, made 
a valuable contribution on “Thoracic Re- 


section for Tumors Growing from the Bony 
Wall of the Chest,” which is classical in its 
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way and of great interest in connection with 
the impetus which has recently been given to 
thoracic surgery throughout the surgical 
world. 

Dr. R. Matas, of New Orleans, presented 
before this Association his ingenious appara- 
tus for Intra-laryngeal Insufflation, and aas, 
with other members, made interesting reports 
of his monumental work in the cure of an- 
eurysm by suture. 

Dr. Hugh Taylor, of Richmond, contributed 
cne of his earliest and most convincing papers 
before one of its sessions on the importance 
of operation for typhoid perforation, and 
earnestly directed attention to this neglected 
and urgent surgical practice. 

The recent revival of interest in the employ- 
ment and efficacy of the Hodgens’ spliat for 
fractures of the femur has been greatly stimu- 
lated by the papers which Dr. G. S. Brown, of 
Birmingham, has read on this subject. 

Among the many valuable contributions 
that have been brought out in the meetings of ; 
this society, the ingenious and brilliant plas- 
tic work of Dr. Geo. H. Noble, of Atlanta, 
upon the sphincter, the urethra, and the va- 
gina for atresia with the beautiful illustrations 
has been most striking. 

An enthusiastic attendant and earnest work- 
er has been Dr. H. A. Kelly, of Baltimore, 
who, aside from many valuable discussions 
and contributions, brought out the principle 
af bi-section of the uterus for the removai of 
certain fibroid tumors and for impenctrable 
inflammatory masses in the pelvis. His presi- 
dential address was a unique and exquisite de- 
piction of Art in Medicine from the earliest 
anatomical plates to the present magnificent 
works of art which he has feasted us upon in 
modern surgical literature. 

No stronger and more educative paper was 
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ever read than one which appears in the Trans- 
actions by Dr. Maurice Richardson, of Boston, 
whose title itself is now a_ surgical axiom: 
“Neoplasms, Wherever Situated, Should, If 
Possible, Be Removed, Whatever Their Ap- 
parent Nature.” 

Much of the wonderful prostatic work of 
Dr. Hugh Young has been brought out in these 
meetings and the illustrations have served to 
pcpularize his methods and standardize the 
perineal route. 

There has been no more assiduous worker 
in the field of ureteral surgery than Dr. J. 
Wesley Bovee, of Washington, who has re- 
peatedly written papers on this subject and di- 
rected the attention of the entire profession to 
his indefatigable labors in this field. 

The vaginal extirpation of cancer of the rec- 
tum was first presented to this Association by 
Dr. John B. Murphy, of Chicago, and stands 
out as an important surgical contribution, no 
less than his researches upon the surgery of 
the kidney and particularly upon the spinal 
cord and peripheral nerves. 

The first 1,000 operations for gall-stones 
which were ever done in one clinic were re- 
ported to the Southern Surgical and Gyneco- 
logical Association by Dr. C. H. Mayo, and 
the invaluable lessons derived from these ex- 
periences and those of many other members 
have served to put gall-bladder surgery upor 
its present established foundation. Many of 
the papers upon goitre which have made this 
author the “Kocher of America,” have ap- 
peared through the avenue of this Association. 


So also has the admirable neck and goitre- 


work of Crile, and his original researches in 
modern transfusion with the well-nigh magi- 
cal uses to which he has put it. 

The possibilities and the perfection of the 
correction of retroversion by transplantation 
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of the round ligaments was also energized by 
papers and discussions before this scientific 
body by Ferguson, Noble and Simpson. 

This society was also the vehicle through 
which some of the early work upon the stom- 
ach in this country was given to the projes- 
sion by Deaver and others. 

An epoch-marking discussion one the sub- 
ject of acute general peritonitis occurred at 
the Birmingham meeting in 1905, participated 
in by Sherrill, Murphy, Mayo, Finney and 
others. This was the epitomization and popu- 
larization of the present practices of rapid 
avoidance of evisceration and 
and_ enteroclysis, which 


operation, 
sponging ; posture, 
have made of the most desperate cases the 
greatest surgical triumph of the age. 

It was at this memorable meeting thet the 
statue erected by this Association to its found- 
er, long time Secretary and Ex-President, Dr. 
W. E. B. Davis, was unveiled. It is ene of 
the few monuments to medical men in this 
country, and is distinctive as having been 
erected by a scientific organization and is pe- 
culiarly commemorative of his great labors, 
perhaps, the greatest of which was the launch- 
ing and fostering of the Southern Surgical 
and Gynecological Association. 

W. D. H. 


THE SOUTH’S CONTRIBUTIONS TO SURGERY. 

We take great pleasure in giving this en- 
tire number to papers read before the South- 
ern Surgical and Gynecological Association 
at its last meeting, and in doing so it is 
not out of place to recall the many contri- 
butions to surgery from this section of the 
country by the illustrious fathers in medicine 
and surgery, many of whom were not only 
pioneers in the spreading of civilization in 
this frontier territory, but by their skil! have 
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ieft an impress which has been of untold 
value to the surgeons of the present 
day. Indeed no Southern man, interested 
in surgical work, can read the triumphs 
of these grand forefathers without a feel- 
ing of pride and inspiration to higher and 
better achievements. While we have not time 
to mention all we will speak of a few of the 
most prominent surgeons or, more correctly 
speaking, general practitioners and the opera- 
tions performed first by them that have proven 
of incalculable value to the human family. 
Dr. Walter Brashear, of Kentucky, was the 
first to perform a successful hip-joint opera- 
tion in the year 1806. Following in his foot- 


steps his colleague, Ephraim McDowell, three 
ycars later, under circumstances well known to 


every student of medicine, performed the 
first ovariotomy, the success of which was es- 
sential to his own life and paved a way to 
the establishment of an operation, the benefit 
of which cannot be estimated to suffering 
womankind, 

No article would be complete in the enum- 
eration of the great men of the South and 
the boon conferred: upon woman by their 
skill and pioneer labors without the mention 
of J. Marion Sims, of Alabama, who in 1853 
made possible the successful operation upon 
vesico-vaginal fistula by the use of silver wire 
suture and the invention of a duck-bill spec- 
ulum and special retractors which bear his 
name and are to-day the best instruments 
used in this operation in modern surgery. 
And while the discovery of ether belongs prop- 
erly to New England, yet Crawford W. Long, 
of Georgia, in 1842 was the first to use chlo- 
roform as an anaesthetic in surgical work, 
thus contributing a boon to humanity which 
has proven the greatest discovery in the his- 
tory of surgery. 


EDITORIAL 


Andrew W. Smythe, of Louisiana, in 1864, 
was the first to ligate the innominate and 
vertebral arteries, which, bold as it scemed, 
at the time, established thoroughly the possi- 
bilities of circulation and gave to those that 
were to follow a procedure which has been fre- 
cuently used since this bold pioneer operator 
demonstrated its feasibility. 

Dr. Deaderick, of Tennessee, first success- 
fully removed the inferior maxillary bone in 
its entirety. 

No list of great surgeons and their achieve- 
ments in the South would be complete 
without the name of that grand old 
surgeon, Paul F. Eve, whose character as a 
courteous gentleman and broad knowledge as 
an ethical surgeon have done so much to stim- 
ulate men to higher ideals and greater surgical 
ambition. Among the many things this grand 
old man contributed to the field of surgery: 
He was the first to make successful a hyster- 
ectomy ; first to remove successfully the crista 
galli of the brain. It was he who first used 
the tendon of the deer as an absorbable su- 
ture, a lesson which made possible the cat- 
gut of to-day, and he was the first to relieve 
the deformity of the clavicle by the use of 
the silver wire in recent cases. This, together 
with his great reputation as a lithotomist, 
makes secure his fame among the galaxy of 
great surgeons of the past. Thus it will be 
seen that the gentlemen composing this As- 
sociation have many pioneers as examples of 
the great men preceding them. Indeed the 
South has always contributed her full quota 
to every profession and every onward and 
upward move made by this great republic. 
In modern years not only have her sons been 
foremost in the ranks of modern medicine and 
surgery, but she has contributed much to tie 
great cities of this country, even North, bj 
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sending her sons where larger opportunities 
and greater achievements were possible. 

It was the fertile brain of our own Johr A. 
Wyeth, formerly of Alabama, but now of 
New York, which first conceived the positive 
riethod of controlling hemorrhage in amputa- 
tion of one or both hips, and this same ilius- 
trious son has the honor of making the first 
successful laminectomy of the upper cervical 
vertebra for fracture and pressure on the cord. 
Thus we might enumerate many exampl*s of 
the greatness of Southern surgeons; suffice it 
to say that many are doing throughout this 
Southland skillful surgery 
which would be a credit to any country on 
the globe. It is the pride and cherished 
hope of this journal that it may live and 
chronicle the actual work of these sons, many 
of whom through sheer modesty are unknown 
te the outside world. Our pages are open to 
all men, especially those in the South, for 
the recording of their original and practical 
labors, which we know will not only refiect 


successful and 


great credit upon them, but redound to the - 


everlasting credit of the section of country in 


which they live. JAW. 


NITROUS OXID ANAESTHESIA. 
Attention is directed to an article in this 
issue on nitrous oxid anaesthesia, by Dr. 
George W. Crile, of Cleveland, one of Amer- 
ica’s greatest surgeons, and one whose apti- 
tude has especially been directed to practical 
experimentation along surgical lines. Like 
most surgeons, he has wished for a more 
pleasant and safe anaesthetic. While admit- 
ting that ether is perhaps the best all round 
anaesthetic, it still leaves much to be desired. 
The disagreeable post-operative nausea and 
the occasional very troublesome vomiting are 
Much of this can be 


distinct drawbacks. 
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obviated by expert administration, especially 
with the open, or drop method of Prince. 
However, there are certain cases in which it 
is dangerous to administer ether—1. ¢., pa- 
tients suffering with bronchial or renal com- 
plications. Nitrous oxid is a most excellent 
substitute. 

If it works so beautifully in some cases, 
why not employ it oftener? When skillfully 
given it is like magic. The patient goes un- 
der and is ready for the incision in one or 
two minutes, with proper admixture of air 
and oxygen. The cyanosis of its straight, 
short administration is overcome, and ‘t can 
be continued indefinitely—certainly for a pe- 
riod covering most operations. There is no 
shock, the patient wakes up and comes out 
entirely within a minute or two after it is dis- 
continued, and is usually smiling over the rec- 
ollection of pleasant fancies which gave the 
agent the name of “laughing gas.” The 
great beauty is the entire absence of nausea. 
It is ideal for short, painful operations, and 
would be a distinct advantage in the office of 
every surgeon for the many minor operations 
not requiring hospital after care. 

For unavoidably painful dressings it is a 
great boon. What would otherwise be a 
trying ordeal for patient and surgeon is got- 
ten through with like a sleight-of-hand per- 
formance, and there are no unpleasant after 
effects. 

Crile has extended its use to the point that 
it is almost the routine anesthetic in his clinic. 
He precedes it with morphia and scopolamine, 
which render the patient drowsy before the 
anaesthetic and almost totally annuls pain 
afterward, so that “the day of operation is 
robbed of all operative memory.” 

There are, however, several things to be 


borne in mind. It should never be used in 


— 
. 
‘ 
4 
» 
. 
‘ 


patients with bad hearts, and it cannot be suc- 
ccssfully administered by the inexperienced. 
Indeed, it requires not only an expert, but one 
with special training. 

The zone of anaesthesia is very narrow. 
The patient will wake up very quickly unless 
enough is administered, and will turn blue if 
too much is allowed without proper admix- 
ture with air or oxygen. When the patient 
receives too much there is considerable jacti- 
tation and frequently ‘the patient mutters. 
The blood sometimes is discolored. Most of 
these unpleasant accompaniments, however, 
can be overcome with delicate adjustment of 
the exact dosage. 

Another objection is that it is somewhat 
expensive—considerably more so than cther. 


The apparatus is also somewhat expensive and, 
moreover, is difficult to transport from house 
It can be installed, however, in 


to house. 
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the hospital and manufactured there, as in- 
dicated in Dr. Crile’s communication, for a 
cost of a few hundred dollars. Aside from 
the death mentioned in this article there have 
been no other reports of deaths occurring, 
although doubtless there have been cases, and 
it will be the purpose of the Anaesthesia Com- 
mission, of which the writer is a member, to 
collect all of the deaths and other data to 
make a final report at the next meeting of 
the American Medical Association. Mean- 
while the very complete report published in 
this issue will stimulate surgeons, who are 
striving to perfect their methods, to the use of 
this agent which has so many advantages. 
The Anaesthesia Commission would be very 
happy to receive reports from any members 
of the profession who have employed this 
agent to the end that its exact scope and lim- 


itations may be established. W. D. H. 


REVIEWED. 
Gowers on the Borderland of Epilepsy. 

In this little volume Sir Wm. Gowers car- 
ties us into what one might call the byways of 
medicine. He discusses fully—with report of 
cases—the symptoms and probable pathology 
of a number of little understood conditions. 
He first takes up ordinary syncope and draws 
a parallel between that and the union forms 
of epilepsy. The same is done with reference 
to vertigo, migraine and and_ interesting 
symptom complex to which the name of Vegal 
Attacks is given. While the author comes to 
no definite conclusions on many of the points 
under discussion, he is at all times interesting 
and for the most part instructive. The book 


will well repay a careful reading. 
W. H. W. 


BOOK REVIEWS 


The W. B. Saunders Company has issued 
a sixth edition of Church & Peterson on Nerv- 
ous and Mental Diseases. This book’s popu- 
larity is the best evidence of its value to the 
student and general practitioner. While 
there have been no extensive addition to this 
issue, sufficient changes have been made to 
bring it abreast with certain more modern 
conceptions and some new illustrations have 
been inserted. 

Psychasthenia is very properly discussed as 
an entity apart from neurasthenia. The sub- 
ject of psychotherapy is given some attention, 
but not such as it demands. A special chapter 
should be devoted to this subject. 

The book can be commended as, on the 
whole, one of our most satisfying texts. 


W. H. W. 
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Diet in Health and Disease.. By Julius Fried- 
enwald, M.D., Professor of Gastro-entero- 
logy in the College of Physicians and Sur- 
geons, Baltimore, and John Ruhrah, M.D., 
Professor of Diseases of Children in the 
College of Physicians and Surgeons, Balti- 
more. Third Edition. Philadelphia and 
London. W. B. Saunders Company, 1909. 
This book has been thoroughly revised and 

enlarged, containing 732 pages of valuable in- 
formation. The first of this book is devoted 
to the Chemistry and Physiology of Digestion, 
then we find Classes of Foods. Following 
this we are impressed by the chapter on Bev- 
erages and Stimulants. 

Next chapter treats on Various Factors in 
their Bearing on Diet, as to concentration and 
preservation of foods, artificial foods, preser- 
vation, adulteration as well as the diet of cer- 
tain classes of patients. 

In the chapter on Infant Feeding is found 
the methods of modification and most all other 
factors in infant feding. Contrary to the 


BOOKS. 


teaching of some men, that we may give a 
liberal, semi-solid diet in fevers, these men 
say the diet for fevers should always be liquid, 
but nutritious. 

Diet for Special Conditions and Special 
Methods of Feeding with especial reference to 
the different formulae for enemata is a very 
important chapter. Then each disease is taken 
up seriatim, giving the foods to be used as 
well as those not to be used. In those condi- 
tions where any special diet is to be used, it 
is to be found in this volume as well as Spe- 
cial Cures that are frequently referred to. 

Consideration is given the diet in surgical 
cases both before and after operation, then 
we find space devoted to Recipes, which makes 
it one of the most valuable books for the 
country practitioner as well as the city prac- 
titioner and it should be added to every inter- 
ist’s library for frequent reference. In their 
Diet Lists are to be found the foods the pati- 
ent may take as well as those he must not 
take in certain troubles. O. N. Bryan. 


ADRENALIN IN A NEW PACKAGE. 
In addition to the ounce vials in which it 
has hitherto been supplied, Adrenalin Chlo- 
ride Solution is now being marketed in her- 
metically sealed glass containers of I cubic 
centimeter capacity. “Adrenalin Ampoule” 1s 
the name used to designate the new package, 
and the solution is of the strength of 1 to 
10,000 (one part Adrenalin Chloride to 10,000 
parts physiologic salt solution). In their an- 
nouncement of the ampoule Park, Davis & Co. 
have this to say: 
“Adrenalin Chloride Solution has become 
a necessity in medical and surgical practice. 
The most powerful of astringents and hem- 
ostatics, it lends itself to many practical 
uses and at little risk of injury in reason- 
ably careful hands. Since the time of its 
introduction it has been marketed in ounce 


PUBLISHERS’ DEPARTMENT 


vials, and of the strength of 1:1000. Ex- 
perience has shown, however, that a weaker 
solution is much more frequently required 
than the ‘full strength ;’ and while it is gen- 
erally an easy matter to dilute with water 
or normal saline solution, in certain emer- 
gencies an already fully diluted preparation 
is to be preferred. While the danger of 
deterioration from occasionally opening a 
vial containing a solution of Adrenaiin 
Chloride is not great, still, in consideration 
of the fact that a dose is needed now and 
then for hypodermatic injection, it is be- 
lieved that the small hermetically sealed 
package will be welcomed because of its 
greater convenience and security.” 
As will be apparent from the foregoing, the 
Adrenalin Ampoule is intended for hypoder- 
matic use. 
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DERMATOLOGY. 
RADIUM AND Rap1io-THERAPY IN SKIN Dis- 


EASES, 

By Dr. Louis Wickham, Paris. Read before British 
Med. Assn., Belfast, 1909. (Brit. Jour. Derm., 
1909, p. 357.) ‘ 

The apparatus for radium treatment con- 


sists of (1) radium contained in glass Lubes, 
which might be introduced into passages of 
the body or into tumors, and (2) radium var- 
nish, either in the form of a rigid apparatus 
with a metallic base, or spread on some flex- 
ible material, such as linen. Since the intro- 
duction of filtration by screens of aluminum, 
lead, or other substances, radium therapy has 
undergone a complete change. The quantity 
of the rays could be modified by employing 
screens of varying degrees of thickness; and 
their quality was also changed on account of 
the alteration in their penetration. Radium 
might be applied (1) naked, when the rays 
were very numerous—this method was used 
for superficial conditions, such as lichenifica- 
tion of the back of the neck; (2) with me- 
dium filtration, the rays being less numerous 
for deeper conditions such as epith,clioma; 
(3) with thick infiltration, the rays being few 
in number and very penetrating, for deep- 
seated growths. It was not always necessary 
to produce inflammatory reaction, because the 
rays had a specific effect, and if a deep action 
was required the application might be pro- 
longed without causing any surface inflamma- 
tion. In some cases the method of “cross 
fire’ might be employed. The radium appa- 
ratus might be applied either by holding it in 
the hand, by fixing it with pincers, or by em- 
ploying various supports, such as a catheter 
to introduce it into the cavities of the body. 
The emanation could also be used, and va 
rious substances, such as radiferous quinine, 
grey oil, or radio-active waters might be of 
gteat service in skin diseases. 

Dr. Wickham concluded by saying tiat ra- 
dium-therapy could not be limited to any one 
method of application, and that various meth- 
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ABSTRACTS OF CURRENT LITERATURE 


ods must be employed in different cases. 


TREATMENT OF NAEVUS BY RADIUM. 


By Dr. H. Lewis Jones. London. (Brit. Jour. 
Derm., Nov., 1909, p. 361.) 


The radium used was 15 mgrm of radium 
bromide, with radio-actiivty of 500,000, en- 
closed in an aluminum capsule 1 cm. in diam- 
eter, giving off a uniform rediation from the 
whole front surface of the capsule. . 

The neavi were small, florid, growing, and 
about the size of the capsule. The capsuie was 
fixed on with a thin piece of gutta-percha tis- 
stie interposed and the exposure was usually 
one hour. Retrogressive changes took place 
after the first treatment, and six of twelve 
cases were cured by only one exposure. 

An increased redness is observed on about 
the fifth day, followed by a gradual flatten- 
ing of the naevus if it has been previously 
raised; the surface becomes less red, a thin 
dry scale forms which falls off and reforms 
for several times, while the naevus continues 
to become paler and of more indefinite out- 


line. It does not become sore and moist. 


TREATMENT OF NAEVI AND OTHER CUTANEOUS 
LESIONS BY ELECTROLYSIS, CAUTERY AND 


REFRIGERATION. 
By E. R. Morton. (Lancet, London, Dec. 4, 1909).) 
The author favors the application of car- 


bon dioxid# snow in the removal of naevi. 
It does not act as a caustic, but causes an 
intense reaction to be set up, followed by Jocal 
death, absorption and the disappearance of 
the growth. J. M. K. 


X-Ray TREATMENT OF SKIN DISEASES. 


By A. Reyn, Copenhagen. (Hospital stidende, 
Sept. 1, 1909, p. 1081.) 


Reyn has been very successful in the treat- 
ment of eczema with X-Rays. Of 184 pa- 
tients, 17 were not benefited, but 88 were per- 
manently cured, while 15 had slight recur- 
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rences. The others were not cured, but they 
were satisfied with the results. He considers 
X-Ray treatment to be the most valuable in 
cases of eczema that fail to yield to ordinary 
measures well applied. Forty-three patients 
hed had the disease two years, forty-one from 
five to ten years, and forty had had it from 
ten to twenty years. 

His experience with other skin diseases was 
not so encouraging. J. M. K. 


MEDICINE. 
ECLAMPSIA. 

R. McPherson, New York (Journal 4. M. 
A., October 23), gives an analysis of 250 cases 
of eclampsia occuring in 14,899 labor cases in 
the wards of the New York Lying-In Hos- 
pital. This shows 1 to 60 laborers as opposed 
to I to every 1,075 laborers occuring in the 
out-patient department of the clinic, represent- 
ing private practice, or 1.7 per cent to 0.09 per 
cent. The condition is almost twice as com- 
mon in primiparae as in multiparae, being 65.4 
per cent in the former and 35.6 per cent in the 
latter, which proportion, however, is more 
equal than the usual figures. Multiple preg- 
nancy occurred in 12 cases, twins I1 times, 
and triplets once. McPherson divides his 
cases into 3 classes, antepartum, intrapartum, 
and postpartum. The latter is usually con- 
sidered the least common but in this series it 
took second place, there being 86 cases to 140 
antepartum ones and 24 intrapartum. The 
The youngest patient was 15 and the oldest 48, 
and the greatest number were between the 
ages of 20 and 25, thus showing the predom- 
inance of primiparae. The maternal mortality 
of eclampsia is given by various authors as 
from 5 to 50 per cent, and is of course much 
higher in hospitals than in private practice 
treated by skilled physicians. The fetal mor- 


tality is usually from 33 to 50 per cent. In thi- 
series there were 37 maternal deaths, and 110 
children were still-born, or died shortly after 
birth, a mortality of 30.8 and 44 per cent re- 
spectively. In the out-patient department the 
maternal mortality was only 23 per cent, and 
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this, it should be remembered, was in tenement 

houses and under most unfavorable conditions. 

The treatment must be divided into prophy- 
lactic and curative, according to whether the 

patient has presented prior symptoms or is 
first seen during the attack, for the treatment 

differs in these two classes. In the first class 
we should aid elimination and be ready to act 
on the first symptom of a convulsion and emp- 
ty the uterus immediately. There are no sta- 
tistics favoring expectant treatment in these 
cases and every convulsion limits the patient’s 
chance for recovery. “In this series delivery 
was accomplished, by manual dilatation and 
internal podalic version in 89 cases, by forceps 
—high and low—in 49 cases, by craniotomy 
in 14 cases, by abdominal Cesarean in Io cases, 
and by vaginal Cesarean section in 2 cases. 
Induction of labor by means of bags of Cham- 
petier de Ribes was performed 7 times. The 
maternal mortality following version was 38.5 
per cent; forceps deliveries, 20.5 per cent; in- 
duction of labor, 42.8 per cent; craniotomy, 
28.5 per cent, and Sesarean section, 40 per 
cent. The fetal mortality in the operative cases 
after internal podalic version was 62.9 per cent; 
after high forceps 44.4 per cent; after induc- 
tion of labor, 28.5 per cent; after abdominal 
Cesarean section, none at all, or 100 per cent, 
of living children.” These figures are approx- 
imately the same as those of other authors 

Coleman, however, expressly calls attention to 
the fact that the high mortality was not en- 
tirely due to the eclampsia but to the delay in 
sending the patients where proper treatment 
could be instituted. Of the abdominal sec- 
tions here reported, 8 were done for contracted 
pelvis, in patients in whom the.eclampsia was 
an incident; two were done in moribund pa- 
tients, for the purpose of saving the child. 
As he had said in a former paper, he believes 
that there are old primiparae in whom the va- 
gina is small and narrow and the cevix long, 
with a tough unyielding os, in whom a rapid 
Cesarean section is the operation of choice and. 
he has had no experience since to alter his 


opinion. He thinks the wholesale recommen- 
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dations of vaginal Cesarean section at the 
present time are unwarranted. While the op- 
eration has its place, it is liable to special risk 
and requires considerable technical skill. Any 
operation which risks puncture of the bladder 
or rectum, and he has seen this occur under 
the hands of competent men, is not lightly to 
be undertaken. As regards controlling the 
convulsions after delivery, he has, instead of 
the chloroform, chloral and other hypnotics 
usually employed for the past few years, been 
using scopolamin hydrobromate, grain I-100, 
in combination with morphin sulphate, grain 
1-6, with satisfactory results. One or two 
doses usually suffice and the amount of mor- 
phin does not lock up the bowels. We should 
remember, however, that the excretory organs 
are not working well and the obstetrician 
should give his main attention to elimination, 
using rectal irrigations of normal salt solu- 
tions in large amounts, bleeding followed by 
intravenous infusions of normal salt solution 
and free catharsis as possible. 


Meat AND BEEF JUICES. 

A report of the Council on Pharmacy and 
Chemistry on meat and beef juices is published. 
in the Journal A. M. A., November 20. These 
are clearly to be distinguished from meat or 
beef extracts. The word “juice” applies solely 
to the fluid portion remaining in fresh meat 
after the proper cooling and storing, and may 
be obtained by pressure and diffusion with or 
without a low degree of heat. Beef juice is 
considered by some physicians of much dietetic 
service and this is confirmed by Atwater, who 


~ says it undoubtedly is the most concentrated 


of the liquid foods. The Council gives.a defi- 
nition of beef juice, which, according to this 
standard is required to contain not more than 
15 per cent. of ash, not less than 2.5 per cent. 
of sodium chlorid, not more than 4 nor less 
than 2 per cent of phosphoric acid, and not less 
than 12 per cent. of nitrogen, the nitrogenous 
bodies not to contain less than 35 per cent. of 
coagulable proteins and not more than 4o per 
cent. of meat bases. They give a table show- 


ing that meat juices may, under known condi- 
tions, vary according to the mode of prepara- 
tion. Six such meat juices prepared by dif- 
ferent methods and from different parts of 
the beef in the laboratory are compared in 
the table with a slightly less number of trade 
products and the differences pointed out. The 
genuine, those made in the laboratory by pres- 
sure directly from the meat itself as wanted, 
were found much superior to the commercial 
products, notwithstanding the marked concen- 
tration in some cases, comparing the calorific 
value of potential energy available. While 
the total nitrogen content of the trade pro- 
ducts, with one exception, was greater than 
that in the meat juices proper, the relative 
amount of nitrogen present and coaguable pro- 
tein containing the real food value was much 
greater in the laboratory products. The com- 
mercial products are briefly reviewed. Wyeth’s 
beef juice is not a irue beef juice, put just re- 
sembles rather a diluted meat extract. It 
contains much added inorganic matter, is low 
in coagulable proteins and, considering the 
degree of concentration, relatively deficient in 
nutritive value. Bovinine, advertised as a con- 
densed beef juice made by a cold process, is 
a mixture of alcohol, glycerin, added sodium 
chlorid and apparently some form of defibri- 
nated blood. Experiments on dogs shows that 
it is not readily absorbed and assimulated by 
the stomach as claimed, and it was not found 
to be unirritating to the stomach in animal ex- 
periments. Carnine is a French preparation, 
which analysis shows consists of a small pro- 
portion of defirinated blood, dissolved in a 
mixture of syrup and glycerin, the whole 
agreeably flavored. It is clear that it is not 
a meat juice in any sense of the word. Valen- 
tine’s meat juice resembles in physical appear- 
ance, taste, odor, and by chemical analysis, a 
diluted meat extract. The nutritive value of 
which is virtually nil. The manufacturers cer- 
tainly ought to be aware that it contains very 
little coagulable proteid. In conclusion, the 
reports says: “Neither Bovinine nor Carnine 
is a meat juice, the former is anything but 
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palatable, and the latter soon cloys. ‘Valen- 
tine’s Meat Juice’ and ‘Wyeth’s Beef Juice’ 
are virtually diluted meat extracts which are 
known to possess little food value. A physi- 
cian depending on any of the foregoing pro- 
ducts to supply material nourishment, in case 
of severe illness, is deceiving himself, starving 
his patients, and may be lessening their chances 
for recovery. If a patient, using these com- 
modities, recovers, it is certainly not due to 
the food value contained in them.” 


AmepBic DySENTERY. 

S. K. Simon, New Orleans (Journal A. M. 
A., November 6), notes the comparatively re- 
cent recognition of the disease in this coun- 
try and says that, while sporadic cases appear 
in all parts of the world, the disease is essen- 
tially a tropical or subtropical one. Its wide- 
spread endemic occurence in the South, where 
conditions are almost ideal for its prevalence, 
is hardly yet duly appreciated by the profes- 
sion. He is convinced that if the full facts 
were known, there are hundreds of cases over- 
looked in all parts of the South. The clini- 
cal symptoms are not altogether constant and 
there may be periods of remission. Occasional 
attacks of diarrhea, however, alternating with 
normal periods of constipation make a sug- 
gestive picture of amebiasis and should lead 
to a search for the organism. The aevrage age 
of his fifty patients was 37 years, the young- 
est being 22, showing its rarity among chil- 
dren. Only eight of his patients were colored, 
and only six were females. In only two in- 
stances could the infection be definitely traced 
to the tropics. The prognosis of the condition 
is largely determined by the period of its rec- 
ognition. The longer the infection has lasted 
the greater the danger of serious complica- 
tions. Seventeen, or 28 per cent. of his pa- 
tients died, and in fifteen of these an autopsy 
was performed. Extensive ulceration of the 
large bowel was found practically in all, and 
in nine, no other cause of death was shown. 
Six cases of liver abscess were found and he 
thinks this is too rarely diagnosed. The rec- 
ognition of the true parasite, though hinted at 


by Councilman and Lafleur, was only finally 
determined by Schaudinn, who drew a sharp 
line of distinction between the type found 
pathogenic to man and cats and a non-patho- 
genic type which he termed Entamoeba coli. 
His findings have been confirmed by subse- 
quent observers. Simon has not found any 
association of the two types in his patients 
though it seems to be the rule in the Philip- 
pines. He believes in ipecac in the treatment 
of the disease, but says that the method of its 
administration is of the greatest importance if 
success is to be obtained. “First of all, the 
drug should only be administered in pill form, 
coated to the extent of about one-eighth of 
an inch with phenyl salicylate (salol). The pa- 
tient must be put to bed for the first two 
weeks’ treatment and his diet restricted to 
liquids, or at most, light solids. This absolute 
rest in bed, with restricted diet, is particularly 
essential to the details of the:plan. Castor-oil 
may be given as an initial purgative, and then, 
each evening, after a three hours’ fast, the 
pills, coated with phenyl salicylate are admin- 
istered. A start may be made with 40 or 60 
grains, depending on the length or severity. 
of the infection, but each subsequent evening 
the dose is reduced 5 grains, until the limit of 
10 grains is reached. Following this, I have 
been in the habit of continuing with Io grains 
each day for the next two weeks.” The use of 


‘the drug in this way seems to him almost a 


specific, though he cannot altogether account 
for it. It would seem plausible to infer that 
the ipicacuanha principles, through some in- 
testinal changes, become inimical to the life 
of the amebea. Flushing of the bowels is used 
by him chiefly to wash away debris from the 
ulcerated bowel after the ipecac has come . 
down to 10 grains per day. Simple saline so- 
lution is as good as any other for flushing the 
bowel. After an after-treatment nitrate of 
silver may be indicated for curing the remain- 
ing ulceration. He has not complete faith in 
surgical treatment of the disease by appendi- 
costomy and thinks that more extensive trial 
and investigation will be necessary to demen- 
strate its merits. 
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